AUTHENTICATED 
US. GOVERNMENT 
INFORMATION ^ 


PHYSICIAN ORGANIZATION EFFORTS TO 
PROMOTE HIGH QUALITY CARE AND 
IMPLICATIONS FOR MEDICARE PHYSICIAN 
PAYMENT REFORM 


HEARING 

BEFORE THE 

SUBCOMMITTEE ON HEi\LTH 

OF THE 

COMMITTEE ON MAYS AND MEANS 
U.S. HOUSE OF REPRESENTATDH]S 

ONE HUNDRED TWELFTH CONGRESS 

SECOND SESSION 


JULY 24, 2012 


Serial No. 112-HL13 

Printed for the use of the Committee on Ways and Means 



U.S. GOVERNMENT PRINTING OFFICE 
80-505 WASHINGTON : 2013 


For sale by the Superintendent of Documents, U.S. Government Printing Office 
Internet: bookstore.gpo.gov Phone: toll free (866) 512-1800; DC area (202) 512-1800 
Fax: (202) 512-2104 Mail: Stop IDCC, Washington, DC 20402-0001 


COMMITTEE ON WAYS AND MEANS 

DAVE CAMP, Michigan, Chairman 


WALLY MERGER, California 

SAM JOHNSON, Texas 

KEVIN BRADY, Texas 

PAUL RYAN, Wisconsin 

DEVIN NUNES, California 

PATRICK J. TIBERI, Ohio 

GEOFF DAVIS, Kentucky 

DAVID G. REICHERT, Washington 

CHARLES W. BOUSTANY, JR., Louisiana 

PETER J. ROSKAM, Illinois 

JIM GERLACH, Pennsylvania 

TOM PRICE, Georgia 

VERN BUCHANAN, Florida 

ADRIAN SMITH, Nebraska 

AARON SCHOCK, Illinois 

LYNN JENKINS, Kansas 

ERIK PAULSEN, Minnesota 

KENNY MARCHANT, Texas 

RICK BERG, North Dakota 


SANDER M. LEVIN, Michigan 
CHARLES B. RANGEL, New York 
FORTNEY PETE STARK, California 
JIM MCDERMOTT, Washington 
JOHN LEWIS, Georgia 
RICHARD E. NEAL, Massachusetts 
XAVIER BECERRA, California 
LLOYD DOGGETT, Texas 
MIKE THOMPSON, California 
JOHN B. LARSON, Connecticut 
EARL BLUMENAUER, Oregon 
RON KIND, Wisconsin 
BILL PASCRELL, JR., New Jersey 
SHELLEY BERKLEY, Nevada 
JOSEPH CROWLEY, New York 


DIANE BLACK, Tennessee 
TOM REED, New York 

Jennifer M. Safavian, Staff Director and General Counsel 
Janice Mays, Minority Chief Counsel 


SUBCOMMITTEE ON HEALTH 

WALLY HERGER, California, Chairman 


SAM JOHNSON, Texas 
PAUL RYAN, Wisconsin 
DEVIN NUNES, California 
DAVID G. REICHERT, Washington 
PETER J. ROSKAM, Illinois 
JIM GERLACH, Pennsylvania 
TOM PRICE, Georgia 
VERN BUCHANAN, Florida 


FORTNEY PETE STARK, California 
MIKE THOMPSON, California 
RON KIND, Wisconsin 
EARL BLUMENAUER, Oregon 
BILL PASCRELL, JR., New Jersey 



CONTENTS 


Page 

Advisory of July 24, 2012 announcing the hearing 2 

WITNESSES 

Colonel (Retired) Lawrence Riddles, M.D., President of the Board, American 

College of Physician Executives, Testimony 9 

David L. Bronson, M.D., President, American College of Physicians, Testi- 
mony 22 

Michael L. Weinstein, M.D., Chair, Registry Board, American Gastro- 
enterological Association, Testimony 38 

Peter J. Mandell, M.D., Chair, American Academy of Orthopaedic Surgeons 

Council on Advocacy, Testimony 49 

Aric R. Sharp, FACHE, CMPE, CEO, Quincy Medical Group, Testimony 64 

John Jenrette, M.D., CEO, Sharp Community Medical Group, Testimony 76 

SUBMISSIONS FOR THE RECORD 

Association of American Physicians and Surgeons, statement 110 

Gundersen Lutheran Health System, statement 115 

The American College of Gastroenterology, statement 119 

The Center for Fiscal Equity, statement 124 


hi 




HEARING ON PHYSICIAN ORGANIZATION 
EFFORTS TO PROMOTE HIGH QUALITY CARE 
AND IMPLICATIONS FOR MEDICARE 
PHYSICIAN PAYMENT REFORM 


TUESDAY, JULY 24, 2012 

U.S. House of Representatives, 

Committee on Ways and Means, 

Washington, DC. 

The Subcommittee met, pursuant to notice, at 10:02 a.m. in 
Room 1100, Longworth House Office Building, the Honorable Wally 
Herger [Chairman of the Subcommittee] presiding. 

[The advisory of the hearing follows:] 


( 1 ) 
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ADVISORY 

FROM THE COMMITTEE ON WAYS AND MEANS 

Chairman Merger Announces Hearing on 
Physician Organization Efforts to Promote High 
Quality Care and Implications for Medicare 
Physician Payment Reform 

Washington, July 24, 2012 

House Ways and Means Health Subcommittee Chairman Wally Herger (R-CA) 
today announced that the Subcommittee on Health will hold a hearing to explore 
physician organization efforts to promote high quality patient care. Understanding 
these initiatives will inform the Subcommittee as it continues to examine how to 
reform the Medicare physician payment system. The Subcommittee will hear from 
organizations representing the physicians who are at the forefront of patient care 
and therefore most knowledgeable about what may be needed to optimize care for 
Medicare quality and beneficiary health outcomes. The hearing will take place 
on Tuesday, July 24, 2012, in 1100 Longworth House Office Building, begin- 
ning at 10:00 A.M. 

In view of the limited time available to hear from witnesses, oral testimony at 
this hearing will be from invited witnesses only. However, any individual or organi- 
zation not scheduled for an oral appearance may submit a written statement for 
consideration by the Committee and for inclusion in the printed record of the hear- 
ing. A list of witnesses will follow. 

BACKGROUND : 

Medicare currently reimburses nearly every physician on a fee-for-service (FFS) 
basis. While the physician fee schedule generally takes into account the work, time, 
and effort associated with each service, it does not account for the quality and effi- 
ciency of the care provided. Furthermore, the mechanism used to annually update 
the fee schedule — the Sustainable Growth Rate (SGR) formula — limits spending 
growth to growth in the economy but does not recognize value or quality. There is 
broad acknowledgement of the shortcomings of the current pa 3 unent system, includ- 
ing the disruptive role of the SGR, and the growing importance of incentivizing pa- 
tient-centered, high-quality, and outcomes-oriented care. 

Physician organizations generally support the notion of incorporating quality, effi- 
ciency, and patient outcomes into the Medicare physician payment system. Many 
physician organizations, especially those representing the various specialty dis- 
ciplines, are involved in a range of activities that increase the likelihood that these 
aims can be accomplished in a meaningful way. Examples of these physician-led ac- 
tivities include establishing evidence-based guidelines for treating common condi- 
tions, using information on actual patient encounters to measure health outcomes, 
and helping physicians organize their practices to be more responsive to patient 
needs. 

In this third in a series of hearings on Medicare physician pa 3 unent reform, the 
Subcommittee will learn more about physician-led quality initiatives such as those 
described above. In previous hearings, the Subcommittee heard about innovative 
private sector delivery models and payment reform initiatives payers are using to 
reward high quality and efficient care. Specialty-specific initiatives designed to sup- 
port practices that are testing different payment models in the private sector can 
also provide a foundation from which to reform Medicare FFS payments. Recog- 
nizing that physician input is key to successfully incorporating quality and effi- 
ciency, the Subcommittee seeks to understand what physicians believe is meaning- 



3 


ful to measure, what constitutes good practice in the care of patients, and what 
changes are needed to improve their practice environment. 

In announcing the hearing, Chairman Merger stated “The Subcommittee is 
committed to reforming the Medicare payment system so that it brings 
more value to beneficiaries while remaining viable for physicians. I am 
pleased that many organizations representing different physician special- 
ties are far along in establishing quality improvement programs including 
measures of quality that are important to beneficiaries and fair to physi- 
cians. Understanding what physicians have already accomplished in this 
area, what is underway, and what is on the near horizon will be helpful as 
we explore how to ensure the Medicare physician payment system 
incentivizes and rewards the care that results in optimal beneficiary out- 
comes.” 

FOCUS OF THE HEARING : 

The hearing will focus on how physician organization efforts to promote quality 
and efficiency can inform Medicare physician payment reform. 

DETATT.S FOR SUBMISSION OF WRITTEN COMMENTS: 

Please Note: Any person(s) and/or organization(s) wishing to submit for the hear- 
ing record must follow the appropriate link on the hearing page of the Committee 
website and complete the informational forms. From the Committee homepage, 
http:llwaysandmeans.house.gov, select “Hearings.” Select the hearing for which you 
would like to submit, and click on the link entitled, “Click here to provide a submis- 
sion for the record.” Once you have followed the online instructions, submit all re- 
quested information. ATTACH your submission as a Word document, in compliance 
with the formatting requirements listed below, by the close of business on 
Wednesday, August 8, 2012. Finally, please note that due to the change in House 
mail policy, the U.S. Capitol Police will refuse sealed-package deliveries to all House 
Office Buildings. For questions, or if you encounter technical problems, please call 
(202) 225-1721 or (202) 225-3625. 

FORMATTING REQUIREMENTS : 

The Committee relies on electronic submissions for printing the official hearing 
record. As always, submissions will be included in the record according to the discre- 
tion of the Committee. The Committee will not alter the content of your submission, 
but we reserve the right to format it according to our guidelines. Any submission 
provided to the Committee by a witness, any supplementary materials submitted for 
the printed record, and any written comments in response to a request for written 
comments must conform to the guidelines listed below. Any submission or supple- 
mentary item not in compliance with these guidelines will not be printed, but will 
be maintained in the Committee files for review and use by the Committee. 

1. All submissions and supplementary materials must be provided in Word format and MUST 
NOT exceed a total of 10 pages, including attachments. Witnesses and submitters are advised 
that the Committee relies on electronic submissions for printing the official hearing record. 

2. Copies of whole documents submitted as exhibit material will not be accepted for printing. 
Instead, exhibit material should be referenced and quoted or paraphrased. All exhibit material 
not meeting these specifications will be maintained in the Committee files for review and use 
by the Committee. 

3. All submissions must include a list of all clients, persons and/or organizations on whose 
behalf the witness appears. A supplemental sheet must accompany each submission listing the 
name, company, address, telephone, and fax numbers of each witness. 

The Committee seeks to make its facilities accessible to persons with disabilities. 
If you are in need of special accommodations, please call 202-225-1721 or 202-226- 
3411 TTD/TTY in advance of the event (four business days notice is requested). 
Questions with regard to special accommodation needs in general (including avail- 
ability of Committee materials in alternative formats) may be directed to the Com- 
mittee as noted above. 
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Note: All Committee advisories and news releases are available on the World 
Wide Web at http:llwww.waysandmeans.house.gov ! . 


Chairman MERGER. The Subcommittee will come to order. We 
are meeting today to hear from physician organizations who are 
working to improve the quality of care delivered to patients. 

These initiatives have been shown to be successful and may hold 
promise as we seek to reform and update the Medicare Physician 
Payment Eormula. 

For the past 18 months, we have been seeking both formal and 
informal input on physician payment reform from the physician 
community and other relevant stakeholders. 

At our last hearing on this topic, we heard about private sector 
approaches to reforming payments. 

Today’s hearing is a third in a series on reforming the flawed 
SGR and focuses on quality improvement activities developed by 
medical societies and the practical implications of these activities 
across physician practice settings. 

We will hear shortly from physician executives, physician organi- 
zations representing both primary and procedural care, and the 
leaders of two group practices, all of whom are engaged in efforts 
that focus on improving the quality of care delivered to patients. 

A common theme will be that providing optimal quality and out- 
comes requires setting appropriate standards, building the right in- 
frastructure, and using the right data to measure performance. 

Our intent is to hear from the physician community about how 
to reform the Physician Payment System so that quality, efficiency, 
and patient outcomes are accounted for in a fair and fiscally re- 
sponsible manner. 

As I have noted before, merely averting sustainable growth rate 
cuts each year is not a fix. A permanent solution has been elusive 
in large part because of the substantial costs associated with re- 
pealing SGR, currently estimated at nearly $300 billion over ten 
years. 

However, this Committee must do more than just simply repeal 
the SGR. We must also determine how to improve the existing 
Medicare payment system and work with physicians to develop 
other payment models that preserve and promote the physician-pa- 
tient relationship and reward physicians who provide high quality 
and efficient care. 

Many are concerned about the lack of alignment among Medi- 
care’s current incentive programs to enhance quality, such as e-pre- 
scribing, meaningful use of electronic health records, and the so- 
called “value based modifier.” 

Such programs were not developed nor led by the physician com- 
munity. While some feel these programs are a step in the right di- 
rection, I am concerned about taking a top down Government cen- 
tered approach to defining and rewarding quality of care. 

Physician organizations have been working with their members 
for many years to build a solid foundation for defining and 
operationalizing high quality care. 

For example, many groups are actively developing evidence based 
guidelines, quality performance measures, data collection tools, and 
clinical improvement activities. 
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It is my hope we can learn from and build upon these efforts as 
we work with the physician community to develop a 21st Century 
payment system. 

Before I recognize Ranking Member Stark for the purposes of an 
opening statement, I ask unanimous consent that all members’ 
written statements be included in the record. Without objection, so 
ordered. 

Chairman MERGER. I now recognize Ranking Member Stark for 
five minutes for the purpose of his opening statement. 

Mr. STARK. Thank you, Mr. Chairman, for holding this hearing 
today and exploring ways that we can promote high quality patient 
care. 

As we try to replace the SGR Medicare Eormula, it is important 
that we understand what is happening in the private sector and 
learn how to incorporate that into any Medicare Eormula change. 

I look forward to hearing the suggestions of our witnesses today. 

We have avoided replacing the SGR in favor of easier reforms, 
and if we do not fix it, we are going to find that many of our out- 
standing physicians will begin to turn away from Medicare. 

We have tried to reform SGR for over a decade. You are quite 
right, 200 to $300 billion to pay for it is tough. We do have an op- 
portunity to pay for it, the Overseas Contingency Operations Eund, 
basically war spending, could be used this year for a permanent 
SGR fix. 

There is a good deal of bipartisan support for the idea, and I 
would like to insert without objection a letter signed by America’s 
physician professional societies supporting the use of these OCO 
funds to permanently resolve the SGR problem. 

Three of the organizations are represented by today’s witnesses, 
the American College of Physicians, the American Gastro- 
enterological Association, the American Association of Orthopedic 
Surgeons, who have joined in signing this letter. 

[The information referred to follows: The Honorable Pete Stark] 
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January 23, 2012 


The Munorable Dave C amp 
Chainnan 

Mouse Ways and Means C ommiUec 
1 102 l.ongvvonh htou&e OfTice Building 
Washington. DC' 20515 

Dear C'h.iinnan Camp: 

We are writing to encourage the conterecs to take advantage ot the very real opportunity to rei^eal Medicare's 
sustainable groNVth rate (SGR) fonnula. Tliis long stated goal ofCongress is now within reach and wc urge you to 
take advantage of it immediately by using excess baseline projections Ibr Overseas Coniingeiicy Operations (OCO) 
to help oftsei necessary Meilieare baseline changes. 

Using the OCO baseline as an oHsct for the accumulated SCiR bad debt amounts to '^cleaning the hooks." by 
clrnimniing one flaw ed budget gimmick with another und allow mg for a more accurate accounting of Tuiun: 
govemmem expenditures without increasing the federal detlcii. It also prov ides an opportunity to immediately 
repeal the SGR and to establis’lt a pathway toward a mih snsiainahie phyxician payment system that focuses on 
improN ing quality and value for our nation's Medicare ^meficiaries. 

Under current procedures. CBO is a'qutred to score mandatory spending according to current law . resulting in 
massive scheduled cuts of more than $290 billion that are included in the current budget baseline for physiciaii 
services provided to Medicaa* bcncficianes. ITcspitc the fact that membem ofboih parties have stated time and lime 
again that these cuts will not be allowed to occur, CBO is required to mask dte size oi the real dellcii and debt w ith 
these imaginary and unreasonable future savings. 

Moreover, the cost of rq^ealing the SCR gets worse over time. In 2005, CBO projected that the cost of repealing the 
SGR was S4lil billion, lhai cost is now $290 billion and growing rapidly. Temporary patches that continue to 
assume evcit deeper future cuts add to this challenge, regardless of their duration. For instance, an SGR patch of 
two years will cost $39 billion in 20 1 2. incrca.se the co.si of repeal to $346 hiltion. and increase tire &\£c of the next 
scheduled cut to physician pay mcnl.s to 3(>%. Rushing olT this problem ermtinues this reckless pattern of spending 
billions of dollars only to make future cuts deq^er and more expensive to solve. 

We agree that our nation faces signiflcani fi.scal dmllenges. and that Medicare is not immune. I lowever. it is 
impossible to implement commottsense progRimmaiic reforms while cm itnmethaie and constant threat of massive 
cuts hangs over the program. Accordingly, we urge you to utilize the opportunity provided to this conference 
committee to climinuie the SGR permanently. 

Sincere Iv. 


.American Medical Association 
AMD.A ' Dedicated to Long Tenn Care Medicine 
American Academy of Family Physicians 
American Academy of Home Care Physicians 
American Academy of I lospicc and Palliative Medicine 
.American .Academy of Neurology 
American Academy of Ophthalmology 
Amencan Academy of Oiolaryngic Allergy 
American Academy of Otolaryitgology—Mcad and Neck Sttrgen 
American Academy of Sleep Medicine 
Americati A.ssociafmn of Clinical Endocrinologists 
American Association of (finical Urologists 
American Association of Neuromuscular and F.leetrodiagnosiic Medicine 
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Amcricait A^siKisilun 4>f Ortl>ot>:MM}iL‘ Sur^tcotts 
American As$<Kiiition of Physicians of Indian Origin 
American College of Cardiology 
American College of Emergency Physicians 
American College of Gastroenterology 
Amertcan College ofMdis Surgery 
American College of Osicopalhic Kamily Physicians 
American College of Osteopathic imentisis 
American College of Osteopathic Surgeons 
American College of ^lebology 
American College of Physicians 
American C ollege of RadialMHi Oncology 
American College of Radiology 
American College of Rheumatology 
American College of Surgeons 
American C ongress of Ohsuiricions and Gynecologists 
American Gastroenterological Association 
Atncncun Crcrunncs Society 
American Ostmpathic Academy ofOrthopedics 
American Osteopathic Avsociation 
American Psychiauic Association 
American Society lor Clinical Patholt^v 
American Society for Dennaiologic Surgery Association 
Amencun Society for (lutroiniestmal Endoscopy 
American Sticicty lt>r Radiation Oncology 
American Society for Keproduetivc Medicine 
American Society for Surgery of the Hand 
American Society of Cataract and Refractive Surgery 
American Society of Clinical Oncology 
American Society of Hcmauilogy 
Amcnenn Society of Nuclear Curdiology 
Ameneon Society orPediatric Nephrology 
American Society orPlasaic Surgconii 
American Society urTnun.plan( Surgetub 
Amcncaii Urological A.sfiociaiton 
College of American Paihotogisis 
Heart Rhythm Society 
Infectious Diseases Society of Amcnca 
Joint Council of Allergy. Asthma and immunology 
Medical (imnp Maitageincnl Auociation 
National Medical Aiisociatiun 
North American Spine Society 
Renal Physicians A&iKK'iation 
Society for Cardiovaikcular Angiography and intervemionk 
Society for VoKctilar Surgery 
Society of Gynecologic Oncology 
Stxiety of Hospiui Medicine 
Society ofNuclear Medicme 
The Endocrine Society 
The Socic^ of Thoracic Surgeims 

Medical Association of the State of Alabama 
Arizona Medical Assocuilion 
Arkansas Medical Sociely 
California Medical Association 
Colorado Medical Society 


2 
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( onnccticm S<;iic Medical Suciv(> 
Medical Socicij of Delaware 
Medical Socie(> of ihe Diimci of C olumbia 
Florida Medical AsMxiaiion Inc 
Medical Association oi'Ckor^ia 
Ma>saii Meilical Association 
Idaho Medical AsstKiation 
IllinoU Slate Medical Societ> 
lo»a Medical Siiciciy 
Kansas Medical Socicl) 

Kcntuck) Medical AssiK'iaiion 
Maine Medical AsstKiaium 
McdChi. The Mar> land State Medical Sticicty 
Mas&achu.setis Medical Socict) 
Mfchigiin State Medical Soeict> 
Minncsoia Medical AssiKiation 
Mississippi State Medical Ass^K'Intion 
Missouri Stale Medical Association 
Montana Medical Association 
Nebraska Medical AssiKiuiion 
Nevada Stale Medical Association 
New Hampshire Medical Society 
Medical SiK-ieis of New Jersev 
Sew Mexico Medical Socien 
Medical Soeieiv «>f die Stale of New Vuii 
North Cerolinn Medical Soeieiv 
North Dakota Medical Assiiciaiion 
Ohio Stale Medical AsMvciuiioi) 
Dkliihuina State Mcilicui Association 
Oregon Medical Association 
Fcrimyivania Medical Soeieiv 
KhiHie Island Medical SiKiei) 

South Caro]in:i Medical AsstH'iatum 
South Dakota State Medical Association 
Tenucs.sce Medical AssiK-«aiion 
Texas Medical Association 
Vermont Medical Society 
Medical StH'ietv of' Virginia 
Washington State Medical Association 
VVesi Viigima State Medical AsMKiution 
Wisconsin Medical Societ) 
Wyoming Medical SiK'ictv 


Mr. STARK. I look forward to hearing from our witnesses, and 
the discussion that follows, and I yield back. 

Chairman MERGER. Thank you, Mr. Stark. Today we are joined 
by six witnesses. 

Dr. Lawrence Riddles, who is a recently retired Command Sur- 
geon for the U.S. Air Eorce and current President of the Board for 
the American College of Physician Executives. 

Dr. David Bronson is President of Cleveland Clinic Regional Hos- 
pitals, and serves as the President of the American College of Phy- 
sicians. 
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Dr. Michael Weinstein, a practicing gastroenterologist in the 
D.C. metro area, and Chair of the American Gastroenterological 
Association’s Registry Board. 

Dr. Peter Mandell, who is a practicing orthopedic surgeon, and 
Chair of the American Academy of Orthopedic Surgeons Council on 
Advocacy. 

Mr. Aric Sharp, CEO of Quincy Medical Group in Quincy, Illi- 
nois. 

Dr. John Jenrette, the CEO of Sharp Community Medical Group 
in San Diego, California. 

You will each have five minutes to present your oral testimony. 
Your entire written statement will he made a part of the record. 

Dr. Riddles, you are now recognized for five minutes. 

STATEMENT OF DR. LAWRENCE RIDDLES, PRESIDENT OF THE 

BOARD, AMERICAN COLLEGE OF PHYSICIAN EXECUTIVES 

Dr. RIDDLES. Good morning. Chairman Merger, Ranking Mem- 
ber Stark, and members of the House Ways and Means Sub- 
committee on Health. 

I am Dr. Larry Riddles, a retired military surgeon and President 
for the American College of Physician Executives, commonly known 
as ACPE, the nation’s largest health care organization for edu- 
cating physician leaders. 

It is my privilege to share some of ACPE’s thoughts on Medicare 
physician reimbursement challenges which you and your colleagues 
are wrestling with. 

We are not here to make an argument to preserve physician in- 
come, rather, we are here to move towards a desired end point that 
must to achieve timely and equitable access to high quality health 
care that is physician led and reimbursed fairly. 

Thousands of ACPE physician leaders are implementing innova- 
tive cost saving initiatives. Based on these experiences, ACPE pro- 
poses nine essential elements that we believe must be part of any 
successful future physician payment system. 

Eirst, the reimbursement system must be quality centered. Any 
new reimbursement system must include compensation strategies 
providing high quality care. 

ACPE believes that there should be ongoing efforts to drive qual- 
ity improvement that occurs in part through physician reimburse- 
ment reform. 

Current fee for service systems are based primarily on volumes 
of patients seen and number of procedures completed. This pre- 
vents achieving higher quality health care. 

Second, health care must be safe for all. ACPE believes physi- 
cians should be rewarded for making safety a priority. Examples of 
safety improvements led by physicians can be found in many hos- 
pitals and health systems. These initiatives, however, have largely 
been un-reimbursed. 

A new payment system should take into account reductions in 
adverse events and reward for successes with a range of other rel- 
evant patient safety indicators and clinical measures. 

Third, a streamlined system, strive for simplicity. We frequently 
hear from the ACPE members about the burden of reporting re- 
quirements for Medicare payments. 
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Efforts toward common measures, common data elements, and 
common reporting requirements are underway and should be en- 
couraged. 

Simplified measurements and reporting allows for transferability 
and scalability of information so that local, state, and national data 
collection analysis can occur more rapidly. 

Four, the system must be measurement based. As a science, 
health care measurement is immature. Measures endorsed by the 
National Quality Forum should be refined and publicly reported. 

Measurements directly related to physicians is highly complex, 
but ACPE encourages ongoing development of physician focused 
measurement and public reporting. 

Efforts to interpret outcomes must be clinically relevant, bal- 
anced, and realistic, and must not create unfounded negative con- 
notations. 

Five, the system must be based on evidence based medicine. Phy- 
sicians are much more likely to comply with guidelines if strong 
data are available. Many professional societies are generating evi- 
dence based guidelines and there is a Federal clearinghouse of 
guidelines, but utilization remains low. 

While evidence based medicine is an emerging field, physicians 
should be rewarded for improving and following guidelines and 
clinical pathways that are proven to provide safe and reliable care. 

Six, value based care. Value equals quality over cost. Reimburse- 
ments must be focused on value based care. The Centers for Medi- 
care and Medicaid Services have already established pilot projects 
exploring value based purchasing and other public and private en- 
tities also have projects underway. 

ACPE believes any new reimbursement system should com- 
pliment these programs. 

Seven, innovation. Instilling a culture of innovation not creative 
billing within physician practices should be a priority. The pay- 
ment system should encourage physicians to implement processes 
that save money and contribute to safer care. 

There are a variety of successful innovative programs in hos- 
pitals and health care systems at the local level. There needs to be 
a mechanism to raise them up to the national level so that innova- 
tive ideas can become best practices. 

Number eight, the system should be fair and equitable. The pay- 
ment system must not create conflict between the primary care 
physicians and cognitive and procedural specialists. Each member 
of the health care team must be fairly remunerated for their over- 
all long term care of patients and not just focused on individual 
episodes of care. 

Finally, the ninth element is the system should be physician led. 
Physicians are much more likely to accept a revised reimbursement 
plan if it is developed with physician input. 

The most progressive health care organizations tend to be physi- 
cian led and physician leaders not only have a strong under- 
standing of the health care on the clinical side but they also know 
how to lead and run successful enterprises. 

ACPE recommends the creation of a new independent commis- 
sion composed of physicians, health care providers, experts in fi- 
nance and quality, business leaders and patient representatives to 
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study Medicare’s funding dilemma and analyze the best practices 
and bring them to you for consideration. 

ACPE strongly believes that our nine essential elements in the 
next payment system will be critical to a successful outcome. 

Thank you for inviting us here today to provide testimony. 

[The statement of Dr. Lawrence Riddles follows:] 



12 


•‘‘TESTIMONY IS EMBARGOED UNTII, I0:«0 AM TUESDAY. JULY 24. 2012“* 



American College of Physician Executives 

The Horne for Physician Leaders 


Statement from: 

The .\mcrican College of Physician Executives (ACPE) 

Presented by: 

Dr. Lawrence .M. Riddles 

Before: 

Committee on Ways and Means > Health Subcommittee 
Regarding: 

Physician Organization Efforts to Promote High Quality Care 
and Implications for Medicare Physician Payment Reform 


Tuesday, July 24. 2012 



13 


Executive Summary 

The American College of Physician Executives (ACRE) is the nation's largest health care 
organization for physician leaders and executives. Since its founding in 1975, the primary focus 
of the College is providing superior leadership and management education to physicians and 
facilitating their engagement with active leadership roles inside health care organizations of all 
types and sizes. These physician lt"adcrs come to ACPE from virtually all disciplines. 

Beyond the thousands of physicians who have received ACPE training, the organization has 
grown to 1 1 ,000 U.S. members - including chief executive oflicers tCEOs), chief operating 
officers (COOs), chief medical officers (CMOs), vice-presidents of medical affairs (VPMAs), 
chief medical information officers (CMIOs), chief quality and safety officers, medical directors 
and a host of other physician leadership positions from across the enthe industry. 

Especially, ACPE is nationally and internationally recognized for its expertise with change 
management, physician engagement and physician integration, and has: 

• More than 55 faculty across dozens of disciplines 

• More than 50 physician leadership courses 
More than 3,100 online courses sold annually 

• 150 in-house leadership courses taught onsite each year at hospitals and health systems 

• 4 Master's degree programs with 1,000 graduates 

• More than 2,000 physicians with ACPE board certification as Physician Executive tCPE) 
' More than 20,000 phy.sicians who have completed Physician in Management Seminars 

•ACPE believes the following nine elements are pivotal components for the next Medicare 
physician payment system and critical to a successful outcome for true patient-centered care. The 
nine ACPE elements are: I ) quality -centered; 2) safe for all; 3) streamlined and efficient; 4) 
measurement-based; 5 ) evidence-based; 6) value-driven; 7) innovative; H) fair and equitable; and 
9) physician-led. 
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Chairman H<?rger, Ranking Member Slark, and Members of the House Ways and Means Health 
Subcommittee, on behalf of the American College of Physician Executives (ACPE). representing 
nearly 1 1 .OIK) high-level physician leaders and executives in ail types of health care 
orgaiitTations across the U.S., we thank you for inviting us to testify before the Subcommittee 
and to share our insights about the Medicare reimbursement solution. While ACPE itselfdoes 
not provide direct patient care, many of our thousands of physician leaders are successfully 
implementing innovative and cost-saving initiatives in their hospitals, health systems, group 
practices and other types of health care organizations. We include some examples of these 
experiences limiughout our testimony. 

As we all know-, the Sustainable Grovsih Rate (SGR) is not working. We encourage your 
Subcommittee to lake an entirely fresh look at physician reimbursement issues in order to create 
a permanent solution that is value-based and equitable across physician disciplines. 

Up front, ACPE wants to cmpliasize that pre.scr\ ing physician income h not the primarv focus of 
(his complex policy discussion. Hie desired endpoint needs to be iimelVf open access to 
siLsiainahie, high-quality health care that i.s physician-led. ACPE believes we are uniquely 
positioned to assist with implementation of a new reimbursement plan, especially in the areas of 
physician buy-in and physician en^gcmeni. which are critical to the succe.ss of a new payment 
.system. 

ACPE recommends development of a new payment system that is transferable and scalable 
across geographic regions while emphasizing patient-centered care and focusing on nine key 
elements: 

I. Quality -centered 

Consistent delivery of high quality care has remained elu.sive despite intense efforts and 
numerous initiatives to create (he needed improvements. Our health care system is highly 
Irngmenicd and its alignment of Hnancial reimbursements within the system contributes to the 
problem. Current physician reimbursement that is primarily based on volumes of patients cared 
for and numbers of procedures completed, perpetuates the inelTeciivencss of transforming to 
higher quality health care. A new reimbursement system must include compensation strategies 

J ACP£~ PhyKiciati (fqfunizaiioa Effom to High Qoo/ity Core 
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for providing high-qualily care, ACPP believes there should he ongoing efforts to drive quality 
improvement that occurs, in pan. through physician reimbursement refomi. 

Mospilal readmissions can be viewed os an indirect marker, among many, of poor quality. When 
high-quality care is being delivered across the continuum of care, there are fewer hospital 
readmissions and improved omeomes for patients. Although rcadmi.ssions may occur for reasons 
beyond physicians’ control (e.g., patient resources and lifestyle choices), physicians and 
physician leaders arc well positioned to address this cosily issue. Specifically, physicians with 
the combination of clinical skills, leadership expertise and management knowledge are best 
qualified to employ quality measures, ensure compliance and evaluate the success of patient 
outcomes based upon the eonslellalion of issues present during patient care episodes. 

There are documented ways to reduce readmissinns. For example, in 2005, a large. North 
C arolina-based nonprofit hospital system showed that patients 65 and over were twice as likely 
as other patients to be treated in the emergency room for an adverse drug event and more than 
seven times as likely to be readmitted. Based upon physician leadership, a new team-based 
approach was designed and created to improve referral processes, reduee ER wait limes, and 
streamline care after discharge. The results ofthis program were overwhelming. Readtnissions 
due to adverse drug events were reduced dramatically, and the overall costs of care in patients 
with chronic disease and multiple medications were reduced by more than 20 percent. 

2. Safe for all 

Likewise, physicians should be rewarded for putting patient safety t1rst and avoiding costly 
medical mistakes. Examples of safety improvements that improve care and reduce costs can be 
found in many hospitals and health systems. Tliese initiatives, however, have largely been 
unreimhursed efforts. A new paymetit system should lake into account reductions in adverse 
events, days without safety-related problems, .vnd suceess with a range of other relevant patient 
safety indicators or clinical measures. 

Based primarily on physician leadership passion and commitment that was able to be translated 
into system management support, a children's hospital in Michigan has been on a five-year 
journey to transform the patient safely culture at their 2 1 2-bed facility. The results have been 
4 iCPE • Physician EJ farts Ht PnuntHt fiijih QmlUy Cart 
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ouliilandin^: the serious safely evenl rale has decreased in the cnlire hospilal by more than 90 
pcrccnl in four years. Tlic Pcdialric Critical Care Unit (PCCU) wenl two years without a case of 
vcntilalor-a.s.sociaied pneumonia ( VAP) and the Neonatal ICU went more than one year without 
one case of VAP. There were no central line associated blood stream infections (CLABSI'sl in 
the PCCU for more than 12 months while hand hygiene rate.s remain over 95 pcrccnl hospital- 
wide annually. Incident reporting rose more than 148 percent from 2010 to 2011. The efforts for 
instigating thcise initiatives, plus maintaining the buy-in from other participating physicians and 
clinical providers, were not supported by physician reimbursement. For propagation across 
health care of other successes similar to this example, physician reimbursement reform is critical. 

Safe for all implies more than safely for patients. When errors occur in health care, the 
physicians and other prov iders are also at risk for physical and emotional harm. A well- 
functioning system has streamlined reporting in order to become aware of the errors and provides 
a supportive infrastructure to manage the adverse outcomes that directly impact these providers. 
Organizations that follow the principles of high reliability arc prc-occtipied with safely and the 
protection of all within their environment and proce.sses. Overall safety improves as a result. 

Forquolity and safely issues. AC'PF. is particularly well positioned to make an impact, ACPI: 
works with expert faculty from across the country to produce numerous courses on quality, high 
reliability and safety. Thousands of physicians have completed these courses and learned to 
implement quality and safely programs. Most recently, ACPF partnered with Thomas JelTerson 
University to create a Master of Science degree in Health Care Quality and Safety Management. 

i. .Streamlined and Efncient 

The new payment system and the information required to execute it must he streamlined, makmg 
it as easy as possible for physicians and health care organizations to collect reimbursement. We 
frequently hear from ACPF members about the burden of reporting requirements surrounding 
Medicare payments - especially with the collective burden imposed when coupled with those 
from otlier non-Medicare payers. Time, etTorl and money spent on highly detailed reporting 
could be much better spent prov iding quality patient care. 
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The niajorilY of physician lime, and tlie clinical teams’ elTorts. should he focused on patient care. 
Overuse, underuse and misuse of resources are common problems recognized as creating an 
excess uiilization rale of 25-30 percenl. Inefficiencies magnify this problem. 

Strive for simplicity. The more complex a pavnient system, the greater possibility for error and 
confusion. EtTorts toward common measurcvs, common data elements and common reporting 
requirements are underway and should be encouraged. Simplified measurement and reporting 
allows for transferability and scalability of information such that local, state and national data 
collection can occur with a more rapid evaluation process that is efficient and streamlined. 

4. Measuremenf-based 

While measurement us a science in health care is immature and continues to evolve, available 
clinical and patient care measurements that have been endorsed by the National Quality Foaim 
(NQF) should be publicly reported and should represent all types of relevant measures (c.g., 
structural. procc.ss. outcomes and composite). ACRE recognizes that measurement directly 
related to physicians is highly complex due to the multiplicity of variables and uncontrollable 
factors (e.g.. patient lifestyle choices). However, ACRE encourages ongoing development of 
physician-focused measurement and reporting, but it must be clinically relevant, balanced and 
realistic in its interpretation of outcomes. EfTorts from initiatives by entities such as the AQA 
alliance (originally know n us Ambulatory Care Quality Alliance) and Physician Consortium for 
Performance Improvement (PCPI) should be supported and measurement results collated in 
order that those results can contribute to the evolving nature of a new payment system. 

Public education eflbrts regarding the ongoing evolution of measurement and reporting should 
be developed in order for the public to belter understand and comprehend tliese components of 
health care. Ultimately, health care delivery and clinical care practices should have outcome 
measures related to wellness and health. The potential for development of patient outcome 
oriented measures and reporting remains untapped, however. This is due in pan to the 
immaturity of measurement science as well as the slow progres-sion of developing supportive 
evidence in this regard. 
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5. Evidence-based 

All heaUli care is based on scientific research and, clearly, evidence-based approaches are 
becoming more popular. While evidence-based medicine (EBM) is an emerging field, 
physicians, in particular, are much more likely to comply with guidelines if strong data are 
available to support them. Physicians should be rewarded for following evidence-based 
guidelines and clinical pathways that are proven to provide safe, reliable care to patients. 

One area that continues to need further clarillcaiion with evidence-based medicine, however, is 
tlie balance between following HBM guidelines and allowing for innovation with evolving 
research, implementation of technologies or clinical care practices. Accommodation for 
managing this balance between HBM and innovation should be considered at some level within 
next generation physician reimbursement models. 

Many profes.sionat societie.s and specialty organi^^ations are generating evidence-based 
guidelines and clinical pathways of care. Bui in most circumstances, unfortunately, the proven 
guidelines are not et'fcctivcly implemented within hcallli care organizations or by physicians. A 
federally sponsored guideline clearinghouse has a large resei'voir of guidelines but utilization 
remains comparaiiveh low. Financial tncenlives within physician reimbui^meni would help 
improve this low utilization rate and should be seriously considered. 

A good example of how following clinical pathways can improve patient outcomes and reduce 
costs was recently shared by an ACPE member: A 2010 study by US Oncology- and Aetna of 
t,400 patients with lung cancer showed 35 percent lower costs for those patients treated on the 
clinical pathway versus those patients who were otTllie pathway ($18,042 versus S27,737). 

6. Value-driven 

Future reimbursement models must be focused on value-based care, not volumes of patients seen 
or procedures conducted. The Centers for Medicare and Medicaid Services (CMS) has already 
e.stablished numerous pilot projects exploring value-based purchasing, and other government 
groups have trial programs under way. as well. Similarly, numerous private sector initiatives 
have also begun to spring up around the countiy . Clearly, value-based care and reimbursement is 
gaining traction and ACPE believes any reimbursement system should support this new focus. 

’ ACfiE - Ehysifion Organizution EJJurts to Promoii- High Quality Cart 
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Tile shift toward value drives innovation with diflereni models of care dial orient toward patient- 
centered care and improved outcomes. Ungoing attention to clinical care improves, while 
simtillaneousl.v creating increased attention to health can; systems elTicicncies - a double win. 

7. Innovative 

Instilling a culture of innovation (not creative billing) within physician practice settings should 
be a positive ouleome from a new payment model. The payment system should take innovative 
practice strategies into account and encourage physicians and health care organizations to 
implement new processes and procedures that create cost savings while simultaneously 
improving quality and keeping patients safe. 

As one c.vainpic, prevention of eirors in health care can result with concerted clTorts towards 
idenlillcalion of inherent risks already present within health care organizations that arc related to 
process flaws and the potential fur error related to inherent human behaviors. Once identilled. 
proactive risk-mitigation can then be planned into health care system redesign in order to 
decrease and prevent errors from occurring. So-called systems engineering and human factors 
engineering are highly successful disciplines in other industries and financial incentives for their 
implementation by physicians within health organizations should be promoted. 

A host of innovative activities arc in motion across the couniry. Developing a nicthod to 
nationally scale the successful efforts and to have them promtilgated should be a priority. ACPE 
supports and encourages the elTorts emanating from both the public and private sectors. 

8. Fair and Equitable 

Any new payment system must be fair and equitable for all physicians, and should not create 
conllict among procedural specialties, cognitive specialties and primary care physicians. ACPE 
again stresses, how ever, that preserving phy sician income is not at the heart of this complex 
predicament. While reimbursing providers in a fair, equitable manner is critically important, we 
do not believe our physician members — and indeed most physicians acro.ss the country — are 
primarily concerned about payment for their services. Physicians are altruistic at their core and 
nxily want to do what's best for optimal patient care outcomes. 

H 4Ct*E • Phy-skian OrganizaikM Efforts la ProHUMe Hint* Quality Care 
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Physician efforts loward the promotion of population health, individual wellness and support of 
public health initiatives are a composite in this equation if full success is to occur. 
Reimbursement models should lake these aspects of health care into consideration. Fair and 
equitable access to care for patients with an improved distribution of resources is certainly 
paramount in support of these aspects as well. 

9. Physician-led 

Creation of a new physician payment system must, ideally, be physician-led. The most 
successful and progressive health care organizations throughout the (J.S. lend to be physician- 
led. This occurs because physician leaders not only have a strong understanding of the clinical 
side of health care, but lltey also have a deep understanding of how to lead and run a successful 
enterprise. The ability to relate with peer group physicians and other clinical providers enables a 
level of trust and confidence to be more readily accomplished compared w ith non-physician 
leadership. Physicians are much more likely to accept a revised payment and delivery system if it 
is developed with physician input. 

An ACRE recommendation loward SGR reform would be establishing a new independent, non- 
partisan commission — composed of physicians and other health care providers, health care 
financial experts, qiuility and patient safety experts, business leaders, and patient 
representatives — to further evaluate the overall Medicare funding dilemma with a fresh 
perspective. TItis commission would research and analyze best practices, delibemte on the 
evidence and then bring physician-developed recommendations to the Health Subcommittee for 
consideration. Obviously the expected outcome would be oriented to creating a payment system 
and situation that is beneficial to the health care ccoiioniy and not be focused on embellishing 
physician compensation. 

ACPE's cadre of physician leaders throughout the U.S. is perfectly positioned to engage all 
di.sciplincs of physicians in contributing ideas to formulate an improved reimbursement plan and 
our members are also well-suited to influencing fellow physicians to follow the plan’s guidelines 
and meet its goals, ACPE's recognized expertise is witli physician engagement and integration. 
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We strongly hclieve in the importance of including the /line ACPE elements within the next 
payment system and that they are pivotal for a successful outcome. Again. ACPE is pleased to 
olTer these insights to the House W'ays and Means Subcommittee on Health and stands ready to 
assist further on this most important initiative to bring a permanent, measured, disciplined, bi- 
partisan and fair approach to Medicare funding. Thank you for this opportunity to provide 
comment for the Subcommittee and its members. 
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STATEMENT OF DR. DAVID BRONSON, PRESIDENT, AMERICAN 
COLLEGE OF PHYSICIANS 

Dr. BRONSON. I am President of the American College of Physi- 
cians, the nation’s largest medical specialty organization rep- 
resenting 133,000 internists, internal medicine subspecialists, and 
medical students pursuing careers in internal medicine. 

I am a Board certified practicing internist, a Professor of Medi- 
cine at the Lerner College of Medicine at Case Western Reserve 
University, and President of the Cleveland Clinic Regional Hos- 
pitals. 

Repeal of Medicare’s sustainable growth rate is essential, but re- 
peal by itself will not move Medicare to better ways to deliver care. 
We need to transition from a fundamentally broken payment sys- 
tem to one that is based on value of services to patients. 

We recommend the following steps to start such a transition. 
First, Congress should establish a transitional value based pay- 
ment initiative where physicians who voluntarily participate in 
physician led programs to improve quality and value will be eligi- 
ble for higher Medicare updates. 

Second, this transitional initiative specifically should provide 
higher updates to physicians and recognize patient centered med- 
ical homes and patient centered medical home neighborhood prac- 
tices. 

The patient centered medical home, or PCMH, has several impor- 
tant features described in the joint principles of the patient cen- 
tered medical home adopted by ACP, the American Academy of 
Family Physicians, the American Academy of Pediatrics, and the 
American Osteopathic Association. 

These features include a personal physician for each patient who 
is leading a team of individuals trained to provide comprehensive 
care that work together to ensure quality, safety, and enhanced ac- 
cess to care, while arranging all the patient’s health care needs and 
coordinating care across all elements of a complex health system. 

Many insurers are now offering PCMH practices to tens of mil- 
lions of patients, achieving major quality improvements and cost 
savings. It is time to make them more available to Medicare pa- 
tients by providing higher updates to physicians, independently 
certified practices that are PCMH practices. 

Third, Medicare should support the contributions of subspecial- 
ists and ensure high quality coordinated care through collaborative 
arrangements with PCMH practices. 

This concept called the PCMH neighborhood, offers financial and 
non-financial support to specialty practices that have demonstrated 
that they have the information systems, formal arrangements, and 
other practice capabilities needed to share information and coordi- 
nate treatment decisions with their primary care medical home. 

Congress should facilitate rapid expansion of this model by pro- 
viding higher updates to recognize PCMH neighborhood practices. 

At least one major health care accreditation group is now in the 
process of establishing a PCMH neighborhood recognition program. 

Fourth, Medicare payment policies should support efforts by the 
medical profession to encourage high value cost conscious care. 

For example, ACP’s high value cost conscious care initiatives 
help physicians and patients understand the benefits, harms and 
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costs of intervention and whether it provides good value to pa- 
tients. 

Through this program, ACP has released clinical advice focused 
on three areas, low back pain, oral pharmacologic treatments of 
Type II diabetes, and colorectal cancer. 

Using a consensus based process, ACP has also identified 37 
common clinical situations in which screening and diagnostic tests 
are used in ways that do not reflect high value care. 

To get the information to patients, ACP and Consumer Reports 
have agreed to a series of high value care resources to help pa- 
tients understand the benefits, harms and costs of tests and treat- 
ments for common clinical issues. 

Medicare payment policies could support the professional soci- 
eties’ efforts to educate and engage clinicians in high value cost 
conscious care by number one, reimbursing physicians appro- 
priately for spending time with patients, to engage them in shared 
decision making, and number two, develop ways to recognize with 
higher payment updates physicians who can demonstrate they are 
incorporating advice from their professional societies’ programs into 
their practices and engaging in the shared decision making with 
their patients. 

Fifth, Congress should improve Medicare’s existing quality im- 
provement programs, including the meaningful use standards, phy- 
sician quality reporting system, and e-prescribing. 

The measures, incentives and reporting requirements for these 
programs should be harmonized to the extent possible. 

CMS needs to do a better job in providing timely performance 
data to physicians participating in these pro^ams. 

In addition, these programs should be aligned with the regular 
practice assessment, reporting, and quality improvement activities 
required by a physician specialty board’s Maintenance of Certifi- 
cation process. 

In conclusion, ACP believes that fundamental reform of the 
Medicare payment system should build upon effective, physician 
led efforts to improve quality. 

The PCMH and PCMH neighborhood practices exemplify this ap- 
proach. 

I would be pleased to answer your questions. 

[The statement of Dr. David Bronson follows:] 
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•"TESTIMONY IS EMBARGOED UNTIL 10:00 AM TUESDAY, |ULY 24, 2012*** 

ACP 

AMCRICAM CoLUUI pHTSICtAKa 

MtmtAk iiMittiN* AiatiA 

Stutemeot for tbc Record 
\mericRn College of l’byfticb» 

Hearing belbre Hie lloune Way-x and Means Health Subcommiltce 
On 

Physician OrganUalitta tfTorfs to Promote High Qaaiiiy Care 
July 24. 2012 

The American College of Physicians t ACP) applauds Chnimtiui Merger Mid Kaiiking Menilw Pete Stark for lioldittg this 
Hearing on how Iniliatlves by ACP and other physician urganizaiMHu to inrprave <|Uiili1y could cooiribwe to a suiutlira to 
Medicare's physician payment system. We share your vie^v that Mdlicore is In need ofa new system ilwi *1>rin|cs more 
value to hencficiaries while renmining viable for physiotattt," In that iprrit. ACP’s statement will focus primarily on how 
Coogren could build upon phystcianded initiatives m ininritjan to a new vAlue>based paymeol und delivery system.' We 
Win discuss delivery and payment Tcroon modeU that we view ns the most pretrating in any post-SOR envirootnenL as 
well as noting the lunds of structural and teponing capabilities, payment mcenUvev, and mcasiuvinent sysieim needed for 
thorn to work. 

My name is David L. Bronsun. I am President of the American Colletp; of Physicians, the notion’s Urgesi medical 
specialty organiwiion. representing l.^j.QOO internal medicine physicians who speeiAlioe in primary and compiehemivc 
care of adolescoivu and adults, imemal meJlelrie subspecialisu. and medical Mudenu who are cortstdering a iwcer in 
internal medicine. I reside In Cleveland. OH. and am board-certined in inlemal medicine aitd practice at the Cleveland 


More detailed rntorfnaljaa oa ACP’s activities and policy related to how Congteu can wurk with AO* and others m the medical 
piurnnlon to advance comprehensive, patjan-cemciwl, and value<b«wd payment and deiivety system relonnscan be fiitind la our 
May 13. 2012 letter to The Honorable lyavM Camp, < ’hanman of the 1 louse Committee on Ways and Mean*. This Idler cm be 
uCceffM?dMhijLv«_^vHW.acix»llcw.are'UtS^^^ wc vtana’nRdiainf/An: uui rCTwarsendf . 
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Clinic. I Htn ulsi) President ol'ihc Cleveland C'lintc Regional Hospitals ^nd :i prorcsstM* ol' medicine ut the Cleveland Clinic 
1 emcT College ol'Mcdieine ol'Cttse Western Reserve Univcisily, 

Our ttsiimony olTers the rollowitig lor the Snboommillee's consideration: 

1. Discussion of vNhy fundamcnuil payment and delivery system rclomi is imperutne. 

2. Principles for iran.sitioning to value-hnscd p.nymeni and delivery system reforms, based on physicitin-led 
inUiaiives in the privnie and public sector to improve quality and tower costs. 

3. Assessment of spceilTc puymciii and delivery system reform models, in both the private and public .sectors, which 
could be the basis lor trunsitiuning to fiindamenuil a'^form. 

4. Summary ofAC'P’s many initiatives to develop evidciKe>ba.sed guidelines of care; to help physicians incorpomtc 
evidcncc-basvd, high value cure into their practices; and to assist pmciices in moving toward voluc-boscd models. 

5. I^veloping payment policies to support physiciort-led programs to promote high value care. 

6. Leveniging and improving existing quality improvemeni/vaiue-basvd payment progntms. 

7. Suggestions on a legi.sluiive Ihimework to imnsiiiort to belter payment models. 

WHY FUNDAMENTAL PAYMENT AND DFXrVERV SYSTEM REFORM IS LMI'ERATIY’F, 


Fiindameiiial refonn of live Medicare payment sysicin is long overdue, including repeal of Medicare's Sustainable (Jrovvih 
Rale (SOR). For more than a decade, the SCiR has caused annual scheduled cuts in payments to physicians, endangering 
access to care, destabilising (he pnvgram. and creating harriers lor physicians to develop the practice capabilities to 
improve clinical quality and efl'cciivcncss. Repeal of live .S(iR is esseniial. and we hope that it can be achieved thF> year. 

But repeal of the SCiR alone will not move Modicure to better ways to organize, deliver, and pay tor care provided to 
Medicare enrollees. Accordingly, our lestimnny will locus on how to get fnnn here to there, from a fundanieniully broken 
phyvician payment system to one that is based on die value ofservices to patients, including immediate and longer-icrm 
steps (hat build iiptm successrul physician-led initiative.s tii live private and public sectors. 
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PRINC IPLES TO CREATE A TRANSITIONAL VALL'E-BASEO PAYMENT INITIATIVE 


Al'P helie\« that sicps can ht: token over ihe next I >5 years, uhilc providing! physicians and patients with a necessor)' 
period of stable payments, to sUiri more physicians on the road lo heller payment models, and reword ‘'early adapters" 
who already have taken Ihe leadership and risk ot'parlicipaling in ncv. value-based payment and delivery models. During 
such a transitional period, we propose that physicians get higher updates tor demonstrating that they have succcssrnlly 
participated in an approved tran.diional i|uality impmvenrcni (Ql) or value-hosed payment <VHPl prttgram. We begin by 
ofTefing the follow ing principles for developing a transitional tJI/VBP program, attd that wc pnwide an assessment of 
spccitlc phyhician-lcd models that could be incurporuicd into such a transitional QI/VBP program: 

1 . ACT supports, in cunccpl, the idea of providing an opportunity Tor pcrtormancc-hascd update.^ based un 
successful participation in an approved transitional Ql VHP initiative iltai meets standards relating to the 
etTectivencss ofcach program, building on successful nuKlcIs m the public and private seciors. 

2. Transitiomil pcrformanvx’-bused upilaie programs should be incorporated into a brooder legislative fromewurk to 
^ahili/e payments and irtinsiiiim to new models. This is imp<irTani so that physicians and the Medicare program 
have a clear ‘‘destination’' and pathway to achieving it. even as physicians begin the journey ihrougli Ihe 
transitional QbVBP initiaitvo. 

3 . Die u^sitional OI^BP pntgnun should include models for which extensive data and experience already exi.si. 
and that can mure readily be sealed up for broader adoption by Mcdtcurc. Specifically, the.se could include 
participation in the Patient Centered Medical llometPCMIDand Patieni-C'cnicred Medical Honve Neigltborhoml 
tPC'Mil-N) models. asikicTmtned hy practices meeting designated standards thnnijdi a deemed accrediiaiton 
body und/or standards to be developed by the Secretary svilh input from the medical profession. Panicipaiion in 
other established models that have demcinstraied the potential lo improve core coordination, such as Accountable 
C are Organixatntns (ACOi). bundled payments, and global primary cun; payments slvotild also he considered for 
inciusion in a transitional QI/VBP program. In adJiliun. physicians W'ho agax* to incorporate programs, like 
AC'P's High Value. Cosi-C onsckius Care Initiative, into their clinical practice through shared decision-making 
with patients, might alsoi^ualify fora iiansitional QI/VBP payment. We discuss these initiatives in more detail 
later in our testimony. 
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•i. HxisimiE Qi/VfiP payiTMni mitdcls — Ihc McJicaiv Physician Ou^hty Reporting System (P<^R.Sh c*prcscribiiig (e* 
RXh ami moinmgrid use (MU> prugmms -if included in a inmsilional pcrfonnance-based payment update 
prt>gr»ni. should be impro%’ed to harmoni/c measures and reporting to the extent possible aivd to establish a 
kxmsisieni incenthc prugram across all elements. EfTorts should also be made tu align them with specially 
btKirds' maintenance of certiikniiun pntgniins. Later in our testimony, oc provide spccirie rccommcmUtiuns tm 
leveraging and impawing such progmms. 

5. Transiiiunul perlbrmam;c>bttscd update.s could be tiered stt that programs (hat provide c<H>rdinuled, imegniied. and 
paticnl-cenicrcd care get a higher performance update than less robust programs built on the current. .silL»-ed fee- 
for-servicc system. 

6. Performance-bused puymciu updates should he in addition to u higher “floirr'* on payments for undctMiliicd 
primary care'preveniive and ctmrdinated care services, not tmiiied by physician specially, so that any pitvstcian 
tvho principally provulessuch undervalued services evndd qitaltfy livr ilic higher update. This is iinp»»ru>ni to 
;uldrcss the continued undcr-valuHtiun of these critically iniponant services, even as paymem.s also begin to refleci 
physician panicipution In the transitional OI^VBP rniiimive. 

7. I'pr a irsnsiiional Qi VUP program to be elTeciive in improving quality, CMS \viil need to improve its ability tu 
prov ide "real lime” data to participating physicians and practices. A melhcKl H ill need to be created lu map 
practice-level participation in a transitional QI/VBP initimive to the individual physician updates under the 
Medicare Physician Fee Schedule. 

ACP welcomes the opportunity to work with Ihc Subcommittee and other physician organizations to develop (he details of 
a inmsiiiomil QI/VBP initiative that builds uixm the succcssRil physician-riin models, including PCMHs and PCMti-Ns. 
as discussed below. 
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SPECIFIC PAYMENT AND DELIVERY REFORMS THAT CAN SERVE AS THE BASIS FOR A 
TRANSITIONING TO FLNDAMENTAl. REFORM 

/. Patient'Centeri'il Medik ut Honte (PCMH) 

Tlw PCMI I is un Hppruacli lu providing comprehensive pnm»r>‘ cure m » vciimg lh:ii f<)ciu«es on ibe relutionsbips between 
paiients, ihor primary care physician, and other licahh prorevtionHls involved in their care. Key allributcs onhePCMH 
pmmoie henhh cure delivery for all patients tlioiigh all stages of life. It has ns origins in the “Joint Principles of the 
Pntient-Ccnieivd MedieuI Home” adopted by ACP, the Anvcricon Acadent) oi'FamtIy Physicians (AAf Pl. the American 
Academy i>rPcdiaincs(AAP), and the American Osteopathic Association (AOA), unJ in Ihv American Academs of 
Pediatrics’ ( AAP) dccaJcvlong eflorts to create medical homes for children with special health care needs.* Care through 
a PC'MH is characicri/ed by the following features: ii personal physician tor each poiicni; a physicmn-dirccicd medical 
practice, where the personal physician lends a team ofindividuaU trained t«i provide ciimprchcnsivc care: whole person* 
oncinaiion, where the ireatmcni team dirvctl) assists the patient in meeting iheir specific health care needLs; care 
coordinated across all elements ofThe complcv health care system: nuality and saret>': and enhanced access to core. 

Several accrediUiiton groups have developed accrediuiiion or recognition programs that can be used in determining if :i 
practice provides care that is consistent with these e.vpccied features. And an increasing number of payers and physicians 
are engaged in PC'MH initiuiives throughout the country, olVering PCMl Is to lens of millions urpatictiis ihnnigh 
thousands of physicHin-lcd PCMH practices. 

Scaling l.'|i the PCMH Mmivl 

ACP believes that the l*CMH model has advanced enough that it could be sealed up for W'idespread implcmentnlion 
throughout Mcdicaie in ilic iinmediatc tuture. I he growing amuiini of experience in both the public and private sectors 
on how to organise care around K’MHs, the thousands of physician practices dint have already achieved certification or 
accreditation asa K'MH. and the growing amount ofdaia on itscITcctivcncss in improving care and lowering costs, 
makes it a logical mode) to scale up to the broader Medicare program. 1'his could be done, for instance, by pros iding 
higher Metlicare payments t» physician pnicticcs thiit have achieved recognition by a deemed private sector 

* AAFP. AAP. AC'P.aiitl AOA. The Joint Principlesofihc Paiieni-Ccniercd Medical Home Murch’OdT .Xcccsscdai 
Imp. ' t>ltcTc «ic stiiiiJ home ;<pru *\ c 
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uccrediution bndy. At a &ubsequeni PC'MH |>crrnnmncc incirics tnow undt^r development) could be added and 
tiicurpttraied into Medteure pHymetit policies. 

At iltc .•mine- nine. ACP rccognixcs that there are challcngc.s to the PCMM model. Some of these include: 

• The need fur care coordination aertvev setting-s and the continuum of patient care 

• Related to the Issue of catv cimrdinatiim i$ tJie tack of ami* or near-time data l>cing pnn'ided to practices on their 
paiienus, which ntukes it extremely chuilenging for them to provide prtmciit e. patieni-ceniered care. Thi.s is 
exacerbated by the lack of cITective data and information sharing across sites of care. 

• I'inally. in many eases, practices arc iranxrorming to provide serv ices to their patients in line with the PC MM 
model, hut are only paid to do so lor o subset ol Ihoir patient population (e.£„ Wcllpoint and Aetna are payir\g 
Ihein :i per meinhcr per nmnili payment for Ilteir heue(iciarie.s, hut they are not receiving payment from CMS for 
their Mcdicaa* patients), fliis issue is being addressed in some areas of the country , particularly those that will be 
selected to participate in theCM.S Innovation Center’s Comprehensive Primary Care IniiiaiivelCPCi). but many 
otlKT practices across the country are not Inring "made whole” in terms of payment for the work they are doing. 

2.. /*g//V/rr-Ci7ircrfd Medical Home - Meivhbitrhotrd 

The Paticni-C cnlca'd Medical Honic-Nctghhorhi>od (PCMH-N> concept was initially described by ACP m a position 
paper, developed bv our Council of Subspcclalty S«icieti«.‘ The paper ob.serves that ihecricclivenewiofthe PCMH care 
model is dependent on the comnbuiions of the many subspecialists, specialists, and other health cure entities (e.g.. 
hospitals, nursing homes) involved in patient ena*. Specially and subspcclalty praclicc.s. hospitals, and other health care 
professionals and entities that pros ide treaimeni to llie puiieni need to he recognized and provided with structural 
support- -both noiidmanctal and financial- for engaging in palicni'cenicred practices that comptemeni and support lire 
elVons of the PCMM to provide high quality. etTicienl. coordinated can.'. 


' AmatcanCntl<^r»F Physician* The pailent cememl metluai home nei^hur The tnicrliKeuf the |i;uicniceni«rc<lniod»ail home with 
spocialiy/suhspecidhv pracltcc. 2PI0. Aceoaed m hMn:.'^vs'.*\>..«ctvnlm<:.i»i,:.jdv»?catv wlierc wc uand'potkv 
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TIk* NCQA ls in the priKes^ of ilcvcloping a '^meJical nctghbtu'” rccognnion process ihai idcnltfics specialty and 
!>ubspccial(y pructiccs^ that engage in activities suppurtivc ol'thc PC MH model— with parliculur emphasis on can* 
coordination and integration. This deci.>iion tvas made Idllowing the conclnsion oi'a comprehensive (cusibility study in 
which this concept nas strongly supported hy multiple health care stakeholders. In addition, the American Board of 
Internal Medicine and die NCQA arc nowcollalHirating to align aspects o( Maintenance orCenilleation and the new 
"medical neighbor” rceognilion process. 

I Ins new NC’UA program, and similar cfloris. can M:r>'c to encourage spcciaUy'subspet'ialry practices and other 
"neighborhood'* health care entities currenUy not invoKed within an integrated system- -sellings in which most care is 
currently being deli>ered to implement iliese importaiu processes. Thi.s is already happening in several ureas of the 
country. Por cvample: 

• The Vemvmi Blueprint Ibr IlcalUt program is implementing a pn.>gram in which medical home and related, 
anchored siibspecniHy practices engaging in elTicicnt. integrative pnicesses will be sharing a monthly caa* 
conrdmution fee lor ilte ireaimeiu td chronic ohsiructivc pulmonary disease (CCIPD), congestive heart failure 
(('IID, dinheles, and asthma. 

• The Texus Medical I lomc Initiative will require pameipaiiiig primary cure practices lo esuhlish cure CiKirdination 
agreemenu with their most frequenitv referred to specialist and hospital sellings. 

• Pn>gr.ims in hi iih the Tyenver ami f irand Junction areas of Colorado arc in the process of implementing “medical 
neighborhood” programs that promote increased imegralion among primary and specially care practices. 


Given die sigmficnni and rapid growth ofactiviiy (o advance the PCMH neighbor concept. ACP believes that the PCMH* 
Neighborhood model will be ready (o be scaled up for implementation throughout Medicare in the near liiturv — and 
thcreUvre could be mcorptvraicd into a transitional value-based payment approach. 
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develoimnt; payment policies 1 o sl ppor t ph\ sicia.n-led programs to promote high 

VALLE C ARE 

Medical spccinM) sociciicb. includmg ACT. arc taking a leading rule in ikvcloping and implemcnling prugmm!) to 
tmpn>\ c ihc \ nluc of care provided lo puiicnK. These programs could also he considered Tm mcorporniKvii into a QI/VDP 
model, 

AC'P's Higli Value. Cu!il>ConsciuuH C arc Initiative (HVCCC). which includes clinical, public policy, and cducalumal 
components, was designed to help physicians and patients iinJersiand die bcnenis. harms, and costs ol'an intervention and 
w hether it prtwidcs good value, as well as to slow the unsustainable rate urhenllh caa* cost incaascs w hile pa'serving 
high-vulue, highijualiiy eua*. * 

Tor the clinical coinptmcni of the TIVC'CC Initiative. ACP has a’lmsed materials Tocused on dircc areas: low hack pain, 
oral pharmncologic la'atmcnt ot'typc 2 Jialictcs. and colorectal cancer. ruPhermorc. as pan oTihi.s initiative. ACP 
convened a workgroupof physiciaas that ideniitled. using a consensus*t>ased process. 37 common clinical siluaiicms in 
which scavning and diagnostic tests arc used in ways that do not reflect high-value cua\^ FuPhcrmorc. on July 10, 2012. 
ACP and the Alliance for Academic Internal Medicine ^AAIM) unveiled a high-value. cosKonseious care curriculum to 
help iraiti internal medicine residents about how to avxiid overuse and misuse of tests and treatments that do not improve 
outcomes and may cause harnt. The free curriculum, available at www.highvalue iraae urrieulum.org . is designed to 
engage interrml medicine residents und faculty in small group octiv iiies organized around actual patient cases that require 
careful analysis of the henefits, harms, costs, and use of evidcnce-ha.sed. shared decision making The flexible curriculum 
consists of ten. one hour interactive sessions that can be incorporated inui the existing eonterence structure of a program. 


' AdditicHMl llllnn1lnuonon.^C^'9lli^ Vnlae.Coua.'ontciouvCnre ItiiiiaovcIliVC'COoifthe ti'undai 
l^a^r /Vww. x^«ji>liiig.u'tf^cliuical «nronijjMo>i_>rc>»wiv ^>tiVk:^ lin» 

Qveem \, AIjmitc H « al AppropnttW U*isyfSc«ciiiimandI)immoMicTowU»Kiwr Itiah-Vutuir, CoM-fonvemiiaCiire .Iftnlrntm WW 
t47-l4a. Abtfcwible at him. tWwM .jiitmlvmiJuHHi.’Ttl/ISA l-titT mil tMtf-aittil'*via Hlit2iint-7l<>t-45til-ii»Hil,ilt.7ivaihS)l>it. 
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ACP ha&also loint'J other leading prorcs^ional medical otpinimiiom in the (. hoosing Wisely cam^iaign^'' which 
compiemenis our liVCCC Inilialivc. An inilialive ot'lltc Anichcan Board orinicmu) Medicine (ABIM) Foundation, the 
goal of the Choosing Wisely ctunpaign is lo promote thoughtliil discassioas among physicians, patients, and other 
stakeholders abtiui how to use health care resources to improve quality of care. In April 201 2, ACP unveiled our list of 
"Five Things'*' iniemisu and patients should question in internal medicine. 

On April 10. 2012. ACP and Consumer Reports announced a new collaborative cITon to create a series of /ftigA lo/tif 
Care resources to help patients unds*rsiand the benellis. harms. ,tnd costs of tests and treaimenis fur common clinical 
issues. The resources will be derived from ACP's evidcncc>based clinical practice recommendations published in Aamdf 
o//MenM/ Ahv/Mne. The initial pieces of the //ig/i ta/ue Care series will he two patient brochures about diagnostic 
imaging for low back pain and oral medications for type 2 diabetes. The I V;/ne Core resources will be available on 
the websites of ACT* ( ACIHmliiic.<,irg >. Consumer Reports tConsumerRepiifts.u rgl. and.'lnncr^ a/Mfen/a/ Afet/ic/tte 
(Am mts.pry ).* 

Programs like ACP’s iIVCCC initiative could be supported by Medicare payment policies by: (I) reimbursing phy.sicmns 
appropriately for spending time with patients to engage them in shared decision-making based on the recommendaiions 
from Uuvse programs and simitar elTorts hy other specialty societies and (2) developing a way to recogni?^. with higjter 
paynvenl updates, physiciutis who con dcmunsiniie that they are incorporating such ptognims into their practices and 
engaging with their ptitienls. l or instance, under a transitional VRP pa«gram. physicians might qualify for higher updates 
if they can dcmoivaraic thai they have a plan lo use evidcncc-buKcd guidelines on hij^i value care, developed hy their own 
ptofessional societies, lo inform, educate, and engage patients m shared decision-making on clinical treatment options, 
file goal would be to provide ongoing structural payment suppmt to such physicians and paiients in shared decision- 
making based on ihc guulclinc.s. not to link payincm for any specific test or procedure lo the clinical guidelines. 


* Mote tnliKmiaian th« Choming Wi«cty campaign can be Ibtimlol' o n *', 

^ AC1**s ItsI or*FiNC Thinp" inlnnou anil palkTils shmilil qncsUim m inicnul moUicmc urn be found al: 


ytftk-nl.urludih Jn>2<lM. ‘'lhinitA IJ 

* Kliw* indirmailnMt un ibisentin cm tw fivunit nl: liitn:'<>vvt»..>;n»>iillftL- 


eil mniCTi.ilc-tani . 
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ACP alM) has a long and multi>nii:cicd history of promoting patienti'cnicrcd high quality care. thnMjgh the publicniion of 
original scicnlilic research, (he provision of critical reviesvs and advice on perlonnancc measure development and use. the 
development oi' evidence-based guidelines, clinical decision aids, and quality improvement programs. These erions .serve 
to support comprehensive value-based approaches like the HVC C C' Initiative that is described above. 

Oriffhwi ScU’trti/k’ Resvan-h 

ri>e Anihils uflnterntU \h‘tikiw is AC'P's llagship scienlitic publication and tomu one of the most w idely cited peer* 
review ed medical juumais in the world. The journal hu been published Tor t^tl years and accepts only 7 percent of the 
original research studies suhiniiied for publication. 

Qutiliiy anti Outcome Measures 

While ACP docs not develop performance measures, the College is deeply involved in the critical review and provision of 
commenLs on performance measures dev ektped by either orga]>i/aiion.s. The gLval 14 to ensure dial the measuri» are ba.sed 
on high quality clinical evidence. ACP also review s pcrl'ormnnce measures that are currently under development or 
endorsemciu at national orguni/auons like the NCQA. CMS. and the American Medical AsMxiaiion Physician 
Consortium on Petfonnunce Improv emcni. rurthermorc. AC1* reviews performance measures related to ACPN Clinical 
fiuidelines, (iuidance Statemenis, and Best Practice Advice papers. 

In uddiiitm. ACP educates its meinhership on performance measurement initiatives ihmugh the development ol policy 
papers and performance meastiremctit conmieniories in peer reviewed scieniific journals. Mo.si rceciitly. ACP produced a 
policy paper on “The Hole of Performance .\.ssessmeni In a Relbrmcd I lealih Core Syj»tem".'' I hls |»apcr discu.ssv» in 
detail ACP’s support for payinem and delivery sy.sleni reforms that promote high-value care, imprtnvd palicni 
experiences, better population health, improved patient safely, and reduced per mpiia spending. 


" Availnhte <11 m ip’ '>vww.ae tw qlitw.orii/r >Jy>>Auy vMktv >umat>ol icv‘LV floit)Mncv i^Hyssiticni.pUt 
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Ex'idencc-Based GuidtiintLs 

ACP ha» hccn pitKlucing cvidcncc*ba.<«d clinical pracUcc guidelines since 1081 and is one of ihc oldest programs in Ihc 
counU)."' ACP's goal if lo imivide ctinicians vs iUi ^commendations based on the hesi available evidence: to inlbmt 
clinicians of when (here is no cv idcncc; and. (o help clinicians deliver the best healthcare pivssihlc. Published guidelines 
are publicdlly and freely available on ACP'a website and are represented in databases such as the Naiioiial Ciuidelinc 
C'learinghunse and the (iuideltnes Inicniaitonal Neiworlt libnir>. 

LFVERACINC EXISTING QUALITY IMPROVEMENT/VALL E-BASEO PAYMENT MODELS 

Physicians with a demonstrated commiimcni to quitliiy and efficiency, who arc not able to pwntclpale in the more 
comprehensive models during tlte transitional period and possibly in Utc longer term, could be olTered (lie ability to 
receive mcentives for their participaiion in existing programs, such as meaningful use ( MU), the physician quality 
reporting system (PQRS). and c-prescribing tcRX). and by hannomzmg such progronts with specialty boards' practice 
improvement programs.. 

Major improvements in the ML. cRx. and PQRS programs are needed, ihongh, if they are to be pan ol a transitional 
01 ^BP program. Currently, there is no true alignment among the.sv programs in their measures, reporting requiraments. 
and payment iiKcntivcs. CMS has been unable to provide timely leedback to physicians regarding whether they arc 
successfully satisfying program requiraments. leading to Ihisiraiion and distrust. ACP has been deeply involved in the 
national policy issues surrounding the ase of health inlbrnuition technology to facililaic effective clinical data sharing 
including the l;l IK Incemive Program as initiated with the MITCCH Act. In our most recent conintcnus on the notice of 
prnpo.scd rulemaking fromNnh CMS" and ONC"^ on Stage 2 Meaningful Use. we highlighted rair support of the 
government's vision to use Li IRs and iieaUh IT to improve care, hni believe that more iieed.s to be done to align (he 
measures across all of (he initiatives cuirendy underway including CMS* PQRS and e-prascribing programs. While CMS 

^t^aecm A. SnuM V, tlMvnvOK. Shckelle P: L'linwal OniiJdinn Cnmmtliacoriifc Ainen«inCnllegeM( l'liy>ioiiR!>. TWUntli'pnwnl itl clinmi 
piKticv giHtklincft and juidanrc^lolcmenbiiiriJir Antmam Cotli^jfcoff'tnsioiins. nnrnnarv ofmethcMU. .Ann Inlem Mid Auji J;l530i:l(^4' 
9 

AlT'sctimmenooii Siai^ir 2 MoBiiii^ful toCM.S laii he launJ mi 
'' AtT's cmninenK nn Slaar 2 Mraninitful Ibeh) ONC enn be I’ounJ m1 
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has made .siridcsiti aligning the* mcisufcs a( a high level. iIk technical requirements in euehorthc programs are dlllcTcnt 
enough ihol dual processes must be undertaken. ^Vc are also concerned about the approach that CMS has taken when 
structuring the penalty phases of the BHK incentive Programs. Uic cRv program, and PQRS by requiring that the activity 
to avoid the penalty must be completed in the prior year or even two years in advance of the legislated deadline. As a 
result, CMS has dTeciively moved up die legislated deadline beyond what the market can bear and what is meaningful 
and actionable by the physicians. 

In addition. ACP recommends that meusurrs and measure strategies be thoughtfully aligned with >and where possible 
leverage ' the regular practice assessment, reporting, and quality improvement aclivitic.s that individual physicians 
already arc required to undertake as part of their specialty board Mannenance of Certincation (MOCf ftir example, the 
AI3IM. which is the largest of the certifying hoards, includes in its M(X' program a suite of quality nicasiiremcnts. and 
reporting and improvemcni tools specifically focused on paiieni-cemered primary care specialist communication, and will 
soon intrtrduce a core coordiiiaiton module developed hy several of the ext>en.s who also helped shape the PC MH> 
Neighbor concept, described earlier in thi$ testimony. Aligning PCMIi-N practice accreditation standatds with 
pmlcssioiial M(K' assessment and improvemcni activities will send u puwertut signal U> physicians about the signillcancc 
of the PCMH model, reduce redundant reporting requirciiKnls. and facilitate patlicipaiion by smaller practices. 

ACP is ancinpting to itclp primary' care clinicians. iiKluJing iliosc in small practices, apply the distilled scientific and 
clinical data to their every day practice ihrough registries, practice improvement programs, and technologically advanced 
tools including tablet* and small phone-bused applications. I'alicm registries, which involve a sysiemuitzed ittethod for 
collecting patieni-hoseJ data that arc often u.sed to help clinicians understand and improve their practice, are being 
developed and applied by ACP. 

• In pam»er.ship w ilh the New York-AC’P Chapter and l>. fithan I>. Fried. MD. MS. MAC’P (the Vice Chair for 
Education and Residency Training Prt«gram Diavior, in the Department of Iniemal Medicine at St, Luke's- 
Rooscvcli Hospital and Asjiocialc Pruii^isor at Columbia Umveraity's College of Physician.s and Surgeons), 
AC'P’s Center for Quality is being ccrtilied as a Patient Safety Drganizalion (PSOK as it nationally expands a 
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rcjtisir) ol '^car miss” events, by which physicians and their teams cun examine tiHtatices in which poiicni safecy 
HUS put at risk but averted, so n$ to unilcrstand the factors that eanlribute to nnii protect from HsJ<5. 

• In partnership with iltc American College of Cardiology. ACP is piloting the PINNACl.C Kegistry IW primary 
cure. The PINNACT.(: Registry not only iiiierruces with various LTIR systems, hut ulsn Ivas received the 
desigtiaiion ofFdlR data submission vendor (DSV) penniiting submission ori*ORS data to CMS, linking quality 
miprosement to puy>ibr'peri'ormance. 

• ACP is piloting MetiCotttvri^*^, the first multi-tcnaiil cloiid>bascd platfonm forQI. including registry, pcrlorrnancc 
measure calctilation. and secure communication capabilities. Multiple opiiims for uploading registry data, 
including data iVom f-flKs and {ulminisiratiyc claims databa.scs one pemnned with .KfetfCanctti Hdiicational 
and quality improvement asoureex are lagged to spccillc perlbrmance gaps on this plailbrai 

Beyond registries, ACP's newly tbrmcd Center forOuality is revitalizing its network of physician«qualilv improvement 
champions, known as ACPNct. Including nearly 2,0(t0 inlcmisis nationw ide, ihispracticu'hased K'scarch network IPHRN) 
IS being surveyed about the methods by witich quality improvement and research in the real-world cnvironnKni can he 
more readily inlcgnilcd into the busy practice envirunment. including the whole medical team. While PBRNs emerged os 
a tool for understanding real world practice, a still iinponani goal, they are becoming a resource for idemifying. tosiing. 
and rapidly spreading powerful quality improvement siralegics. Accordingly. ACPNct will become the 01 lahuratory and 
trendsetter in micmal medicine, guided by a naiioniil steering group ofexperts aiul gnissroins lenders. 


SUGGESTIONS FOR LEGISLATION TO TRANSITION TO A BETTER PAYMENT MODELS 


ACP underxuind.x that the Ways and Means Commillcc and other committees ol jurisdiction, w ill need to consider a w-idc 
range of legislative options to move forward fn^m the cuireni hr«>kei> payment sy.stem to one that achieves lumtamenial 
refonn. W‘e oiler the following suggestions ibrthe key components of such » Ihimev^ork for your conviderutioii. 

1. The framework should repeal the SfiR. once and for all. nr at the very least, create a pathway to full repeal. 

2. Usliouid hall the 27% SGR cut (20?« cut with sequestration) scheduled on January 1. 2013. 
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3. fi abmikl rcplicc sclicduttfd SCiR cuts in sub5Ci)ucni yeure wtih posntvir updates for mII phystcuns, providing 
^Ukblc paymenls al icaM Ihmugh 20 1 7. and with higher puymeni iipdiKO tur imJcn alued pnmaf>'. preventive, and 
care coordination sert iocs 

4. || should begin ihe transition to new payment models by establishing a Transitional Oualily Improvement ^alue* 
Based Payment Initialnc. us described in the principles ojVercJ earlier in this icsiimony. built upon physicianded 
elTorls to improve payment and delivery systems (including PCMHs and PCMH-N&) and to promote evidence* 
based, high'vahie care. 

5. li should leverage and improve the existing MU. cRx. and PQKS progniim. and harmonize them vviili specialty 
boards' practice improveniem programs to the extent possible, as discuivsed earlier. 

6. It should support fuiilier evaluation and lesling of a wide variety of payincnt and delivery system reforms. 

7. It should outline a proceits and timetable to achieve fundamental payment reforms. 

ACT* Is encouniged that several legislative proposals have been developed that include many nf the above elements, 
including the bipartisan Medicare Physician Payment limovmioti Act. II. R. 5707, imroduced by Reps. Allytum Scimnnz 
and ioc Heck, and a proposal being developed by Rep. l orn Price, u member ofthi.s subcoinmiiiee. and Rep. C'liorles 
Houstany. ACP appreciates Urs. Price and Boustuny'.x eUhns to reach out to ACP and others by asking for our input on 
tiicir draft legislative framework, and vve have sliarcd our xuggcslion.n with them. We look forward to ermlinuing to work 
with this Subcommiuce on Health and other commiiiees of jurisdiction on legislation to tran.siiion from the current bioken 
payment .system to one that achieves fiindanK’nlal reform, based on physician*lcd quality improvement initiatives. 


SUMMARY AND CONCLUSION 


rite College specitically recommends that; 

I . Congrcvv and the Medicare program should W'ork with ACP and other pltyslclan organizations to develop a 
iraiuottonui OI^VBP imlmlive that would provide higher updates to physicians who successfully participaic in a 
transitional QPVHP mtlifliivc. consistent with the principles discus.sed above. 
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2. Congress should look toihe PCMIl as bong one orihe mk>si promising iTMHk’is fur improving outcomes jnJ 
lowering costs; learning from the cMcnsrve and gawting cvpcncnce in Ihc pri\ale sector and ihrouglt Ihe C MS 
Innovation Cenier. as well as ih>m pnvate seciiMrecogniiion and acca*duaiion programs. Wc arc conlldeni that 
(lie PCMM model, and ihe relaicd K'SIfl-NeighlHvhiMHl. can be settled op m ihc mi>re immediate I'titutv. as pan 
oPa Iransilion to better payment and delivery sy.stcms to replace the S(jK and pure rced‘or>!>cr\icc- 

3. Congress and CMS should work with the medical profession on redueing barricTs to the PCMM model, hieluding 
lacilitaiing the coordination ol care among physicians and across setimgs; laeiiiiating the use oriieaUh IT in 
meaningful ways; aligning Ihc multiple federal iniiicttives with Ihe goal orhcQlth cure iransfoTmaliim. including 
timely payment to those physiciaiis that meet the requirements of these inittatiws; rceogni/ing exi.siing 
phtfcsMomil quality repiming and improvement activities where applicable, and facilitating participation in these 
miliaiivcs by all payent. 

4. Medicaa* >hould adttpt paynictu p«v|icies that supptvrt the etTort> by \CP aiui other physician membership 
orguin/aiions to provide guidance to phvsiciuus on high*valiie. cosKonscious cure, ineindtiig payment policies to 
suppon shnivd decision-miiking strategics to engage patients in making decisions with their physician on (heir 
caa'. inlonncd by ev idence on value and etlectiveness. 

5. C ongress should support cimimucd evaluation of Accountable Care Organi/alions. Advanced Payment A(. <.>v. 
(.iiobal and bundled payments, and otlier promisuig aliemative payment models that could be ufTered to 
physicians following a transition period, along with Pl*Mlls. 

6. Medicare should make improv ements in the extsimg .Medicare physician fee schedule to create incentives for care 
cixirdinatiim. 

The C ollege appreciates the opportunity (o share our observations, experiences, and recommendations on liow' Congress 
can work with AC'P and others in the medical profession to advance comprehensive, puiient-centercd, and value-based 
poymenl and delivery' system reforms thol build upon successful physician-led quality improvement initiatives in the 
private and public sectors. 
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Chairman MERGER. Thank you. 

Dr. Weinstein, you are recognized for five minutes. 

STATEMENT OF DR. MICHAEL WEINSTEIN, CHAIR, REGISTRY 
BOARD, AMERICAN GASTROENTEROLOGICAL ASSOCIATION 

Dr. WEINSTEIN. Chairman Merger, Ranking Member Stark, 
and distinguished Members of the Subcommittee, thank you for so- 
liciting input from the physician community as you craft the Medi- 
care physician payment reform proposal. 

Reforming the broken Medicare physician reimbursement system 
and giving gastroenterologists the tools to help them to provide 
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high quality patient care are top priorities of the American Gastro- 
enterological Association. 

My name is Dr. Michael Weinstein. I am here today as rep- 
resentative of the 16,000 physicians and scientists who are mem- 
bers of AGA, the largest organization representing gastro- 
enterologists. 

AGA helped found the Alliance of Specialty Medicine, which 
shares our goals of delivering high quality patient care. 

My medical training is as a gastroenterologist. I am the Vice 
President of Capital Iligestive Care, a 56 physician practice here 
in the D.C. area. I have also received on-the-job training as a busi- 
nessman and it seems in recent years as a health policy analyst. 

In my brief remarks, I will focus on AGA programs and partner- 
ships that could be instructive as Government considers how to re- 
form the Medicare physician reimbursement system. 

I must first note that any quality based reimbursement system 
must be based on clinical guidelines and patient outcome measures 
that are developed with physician input and based on scientific evi- 
dence. 

I refer you to AGA’s written testimony for more on our approach. 

In 2010, AGA created the Digestive Health Outcomes Registry. 
I currently chair its Management Board. The AGA Registry helps 
users optimize quality of care by giving them a secure and scientif- 
ically valid way to collect, analyze and report clinically relevant 
data related to inflammatory bowel disease and colorectal cancer 
prevention. 

Payers have shown an interest in using the AGA Registry and 
our newly launched Digestive Health Recognition Program to ac- 
knowledge and possibly financially reward high quality providers. 

We recently launched a program with United Healthcare and ex- 
pect other payers to follow suit. 

AGA advocates that a reformed Medicare reimbursement system 
provide incentives for physicians who report on quality measures 
through outcomes based registries. 

As the health system changes, we see that quality and efficiency 
go hand in hand. Patients and physicians need to be wise stewards 
of health care dollars and ensure that care is given to the right pa- 
tient at the right time. 

To that end, AGA is part of the Choosing Wisely campaign, and 
has identified five common G.I. tests, medications and procedures 
whose necessity should be questioned and discussed between physi- 
cian and patient. 

This program will help physicians be better stewards of finite 
health care resources. 

AGA recognizes that private payers are moving toward popu- 
lation based reimbursement. In response, we are developing alter- 
native payment models. 

For instance, AGA is working with a claims case logic company 
to develop a colonoscopy bundled fee. AGA physicians are devel- 
oping components of the bundle including screening, diagnostic and 
therapeutic colonoscopy, time frames, complications, and associated 
carve out’s. 

This will help physicians to demonstrate value and negotiate for 
the services they provide to a population of patients. 
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AGA is also developing clinical service lines to help physicians 
with population management. Our vision is to collect guidelines, 
measures, payment bundles, and other resources to create a “how- 
to manual” for common G.I. diseases. 

Bundles will sync with electronic medical records, registries, 
PQRS, and other systems, providing physicians tools to show how 
coordinated care can be delivered, measured and improved. 

In closing, AGA applauds your efforts to move physicians to a 
more viable reimbursement system that rewards physicians for im- 
proving the quality of care they provide to their patients. 

AGA shares this goal and stands ready to work with you. Thank 
you. 

[The statement of Dr. Michael Weinstein follows:] 
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PREPARED TESTIMONV 
of (he 

American Castroenteroiogical Assocbtlon 
Before the 

Subcommittee on lieallh 
Commiilee on Ways and Means 
United Stales House of Representatives 

July 24, 2012 

Chairman Herger, Ranking Mimiber Stark and DisUnguistird Members of the Subcommittee, 
thnnk you for irrvittng the American Gdstroenivrnlogical Association to testify today regarding 
physician organiaation effon^ to pmoiote hij^ quality care and how they can inform the 
Subcommittee's approadi to Medicare physician payment reform. I am Michael Weinstein, and 
1 am a practicing gastroenterologist in the Wa.stungtnn, PC metro area and serve as chair of the 
ACA Digcsnvf Health Outcomes Rcgfslry* * Executive Management Board. 

The AGA w the largest <iod«!ty of gastriwnterologivts, reprewnUng more tlian 16,000 phyMClaac 
and acicntisb who ore involved in research, dinicat practice and education on dtst^rder^ of the 
digestive system. With other specialty .sncietiiai, we founded the Alliance of Specialty Medicine, 
a 12-member coalition of medical specialty societies. The alliance wholly supports eflorta to 
improve the quality and efficiency of health-care delivery, and continues to seek improvements 
in government-sponsored quality initiatives (hat are misaligned, lack aufficieni flexibility to 
accommodate different specialties, and rely on moftsures that are inadequately rtak-adiu5ted 
and have no demonstrated link lo impixwed outoomes. I duink you and your Ways and Means 
colleagues for reaching out to the physician conununily in solicit our input as you craft a 
Mcdicorc physlaan payment reform proposal to replace our unsustainable and broken system. 
ACA applauds your efforts to move physicians to a more vtable system that rewards physlciares 
for improving the quality of care that they provide to their patients. 

Over the past decade, the AGA has made considerable investments in the development of 
quality outcomes measures, patient registries, collabonitians with private paynrs and other 
quality improvement Initiatives to provide gastroenterologists (GIs) with the tools necessary to 
Improve patient outcomes and also prepare (hem for a changing healtlt-care markutplace- 

In 200^ we launched (he ACA Center for Qualify in Practice, with » niu&ion to enhance qualify 
and safety in the pnsciice of gastroenterology Utruugh the following activities: 

• Identifying key qualityHif-carv indicators tn the treatment of digestive diseases and 
determining how the indicators will be tneasured. 

• Developing resources to support quality management in G1 practice, including inlormuUun 

on quality improvement pmeesses, eviderK’e-bnsod guideltnes, performance measurement 
and customer «atixfaaion. 




42 


• Conducting a continuous review of emerging national quality and patient safety standards, 
as they might be applicable to Cl diseases. 

• Developing programs, tools and training programs for members to help them implement 
evidence-based guidelines and measure and report adherence to quality indicators. 

• Developing patient education materials to ensure that patients have appropriate 
expectations regarding high quality, patient-centered, evidence-based care. 

The following is a summary of our key initiatives: 

STEPS TO MEASURING AND REWARDING QUALITY AND EFFICIENCY 

ACA is committed to ensuring that Medicare and private payors measure physicians against 
standards that are scientifically valid, fair, realistic and linked as closely as possible to patient 
outcomes. We offer the following steps to achieving this goal, which sets a foundation for a 
payment system that rewards care based on science, avoids waste and inappropriate services, 
and identifies known opportunities for quality improvement. 

STEP 1: Develop evidence-based clinical guidelines that identify gaps in care. 

The ACA has a long history of developing evidence-based guidelines and medical position 
statements. In 201 1, the ACA redesigned its medical position statement development process 
and adopted the Crading of Recommendations Assessment. Development and Evaluation 
(CRADH) system of rating guidelines, whicli has been adopted by a wide range of national and 
international professional medical societies, health-related branches of government and health- 
care regulatory bodies. We continue to refine the implementation of this rigortrus process. 

The ACA guideline development process aims to address specific clinical questions for the 
practicing gastroenterologist and other providers. We first analyze, compare and rank the 
scientific evidence to create a tcclmical review paper. A multi-stakeholder group then develops 
recommendations based on the evidence. This process is scientific, evidence-based and 
rigorous, unlike a consensus statement process that relies on the expert opinion of a panel of 
physicians. 

STEP 2: Create measures based on evidence-based guidelines. 

The ACA supports the delivery of efficient quality Gl care with a focus on improved health 
outcomes. To incorporate these elements into a payment system (Medicare or others), care 
outcomes need to be measurable and incorporated into a single set of performance measures. To 
this end, ACA is developing a Castroenterology National Quality Measure Set, whicli currently 
includes 24 measures with several more pending. 

We develop these measures through the AMA's Physician Consortium tor Performance 
Improvement (PCPI) standard and independent measure development processes. Our 
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pertormance measures (or adult and pediatric populations include the following conditions; 
hepatitis C, inflammatory bowel disease (IBD), gastroesophageal reflux disease (GITRD), 
endoscopy and polyp surveillance, and colorectal cancer screening. Many of these measures 
have been included in the Centers for Medicare and Medicaid Services (CMS) Physician Quality 
Reporting Initiative (PQR1)/PQRS programs since 2007. The AGA often collaborates with 
patient advocacy organizations on the development of evidence-based guidelines and quality 
measures such as the Crohn's and Colitis Foundation of America, which helps make these 
processes transparent. We inform and educate gastroenterologists about measures, measure 
development and related CMS incentive programs through our various print, electronic and 
social-media communication vehicles. 

As part of our afmmitment to measures development, the AGA will participate in the National 
Quality Forum (NQF) pilot of its two-staged endorsement process. To be endorsed, a measure 
submitted to NQF must satisfy four criteria — importance to measure and report (must pass), 
scientific acceptability of the measure properties (must pass), feasibility to implement, and 
usability of the measure results — and must be judged to be "best in class." Since measure 
developers are currently required to submit fully specified and te-sted measures for 
consideration, this leads to costly investments of developers' time and re.sources to specify and 
test a measure that does not achieve NQF endorsement. 

In the redesign, the consensus development process would be conducted in two stages. 

Measure “concepts" would be evaluated against NQF's importance criterion (addresses a high 
impact area, gap in care, or opportunity for improvement exists, and evidence is sufficient to 
support the focus) in stage one. Potential related and competing measures would also be 
identified during this stage. All measures, regardless of their stage of development (e.g., 
concept, fully specified measure, fully specified measure with te.sting, undergoing maintenance 
review with NQF) would be required to undergo concept review. Once the importance 
threshold has been met, a measure or concept could move into the second stage. Stewards such 
as the AGA would have up to 18 months to complete testing and full specification of their 
measures and bring back the measure for stage two review. Stage two would evaluate fully 
specified and tested measures against the remaining three criteria: scientific acceptability, 
usability and feasibility. At the end of stage two, measures that are ratified by the board will 
receive NQF endorsement. Tlie AGA has been selected by the NQF to submit our adult IBD 
measure set through this revised measure endorsement pilot. 

STEP 3: Facilitate collection of data related to quality measures through Web-based, manual 
and electronic means so that all physicians can participate. 

There is variation among practices in the ability to collect data, e.g., rural providers vs. large 
integrated delivery systems with advanced electronic medical record (EMR) systems. Reliable 
electronic infrastructure will facilitate efficient and accurate communication, data exchange and 
translation of documented quality actions (patient care) so that financial incentive programs can 
be implemented. 
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To help gaslroenlerologjsis colled data, the AGA created the AGA Digestive Health Outcomes 
Registr)’” (AGA Registry), which is a national outcomes-driven registry' with the mission to 
impn')ve patient health outcomes and the cost effectiveness of digestive care. It uses 
sdentifically valid methods to collect analyse and report clinically relevant data, empowering 
the health*care community to optimize quality of care. Through the AGA Registry, 
gastroenterologists can monitor and improve the care they provide to their patients while also 
generating data to compare the efficacy of treatments. 

The AGA Regustry launched in May 2010, witli an initial focus onguidelines-driven 
management of IBD and effective strategies for colorectal cancer prevention. The AGA Registry 
is certified by CMS to submit PQRS data on behalf of providers reporting the hepatitis C 
measures group. The AGA Registry is designed to interface with practices that have a robust 
health information technology infrastructure (such as gMed) who wish to have a 
comprehensive program for quality measurement and improvement and have already made a 
substantial commitment to demonstrating value. To date, 36^ clinicians have enrolled in the 
AGA Registry. With our collaboration with United Healthcare and other payors, we anticipate 
that the number of reporting physicians will increa.se to more than 1,(K)0 by early 2013. 

The AGA Registry provides participants with: 

• Tools that fit into practice workflow and enable efficiencies in the delivery of care. 

• Access to quality and performance indicators. 

• National and in-practice comparative benchmarking. 

• Online and in-person educational and professional development opportunities. 

• Integration with existing health-care software systems. 

• Professional networking and knowledge sharing. 

The AGA Registry accepts direct submission from EHRs. The AGA Registry offers two paths to 
system integration: 

• The registry is integrated into gMed’s gGastro v4, the most common Certification 
Commission for Health Information Technology (CCHIT) certified EMR utilized in 
community-based gastroenterology practices, which allows users of this EHR to participate 
in the registry using their existing platform and clinical workflows. 

• The AGA partnered with FIGMD, a company that specializes in integrating clinical systems 
regardless of their platform, version or specialty, to provide a low-cost solution for 
integrating a practice's EHR with the AGA Registry. 

In addition, the AGA gathered the step-by-step advice of gastroenterologists with informatics 
expertise in its EMR Field Guide Rn- Cafitroentcroh^^. Published in 2009, this guide provides 
physicians with the information needed about the essential clinical and functional elements of 
EMR systems that will meet the specialized needs of a gastroenterology practice. 
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STEP 4; Develop financial incentive programs based on evidence-based measures that 

translate into improved patient outcomes. 

AGA has developed partnerships with private entities that may be instructive: 

• In April, the AGA entered into an agreement with UniledHealthcare to incorporate Gl 
physician data from the AGA Registry into its physician performance measurement 
program. This program allows the comparison of individual treatment practices with 
regional and national treatment recommendations created by gastroenterologists. Data from 
the AGA Registry will support UnitedHealthcare’s expanding portfolio of physician 
incentive programs that reward medical groups and physicians who demonstrate high 
quality, cost-effective, and improved patient care and outcomes. 

• In May, Blue Cross Blue Shield of North Carolina recognized the AGA Registry as an 
approved mechanism for gastroenterologists to demonstrate their commitment to quality. 
The AGA is actively engaged in discussions with a number of other regional and local 
payors to incorporate data from the AGA Registry into their physician performance 
measiurement programs. 

• In mid July, the AGA launched the Digestive Health Recognition Program (DHRP), in 
partnership with the Healthcare Incentives Improvement Institute (HCI3). The DHRP, 
which is simple to access and use, will allow physicians to report clinical data, which is then 
as.sessed by an independent third party, and scored based on quiility performance. 
Physicians who meet scoring requirements are recognized as quality providers of GI care by 
the AGA and the Bridges to Excellence (BTE) program administered by HCI3. 

BTE has been adopted by numerous health payors as a model for assessing quality of care 
and determining reward and recognition status for providers. The program was built to 
allow practices to easily look back on 25 to 30 consecutive patients and provides an 
opportunity to achieve a two-year reaignilion of excellence. The DHRP will begin with a 
program measuring quality in the treatment and management of inflammatory bowel 
disease (IBD) and will expand to include other clinical domains, such as hepatitis C, in the 
future. The IBD module will allow academic medical centers, which have been shut out of 
most pay-for-perforntance programs, and the AGA Registry to participate in this program. 
The DHRP measure set for IBD is the same set approved for reporting 2012 PQRS data to 
CMS, allowing providers to meet requirements for both quality-reporting programs through 
a single mechanism. 

CLINICAL IMPROVEMENT ACTIVITIES 


Supporting the steps to measuring and rewarding clinical efficiency and quality are clinical 
improvement activities. I will provide an overview of some of AGA's key activities in this area. 
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The AGA developed a Procedural Sedation/PaHcnt Safety Practice Improvement Module 
(PlMl, which has received approval from the American Board of Internal Medicine (ABIM) 
to be part of ABIM's Approved Quality Improvement (AQI) Pathway. 

Tlie AGA Procedural Sedation/Patient Safely PIM is the first independently developed PfM in 
the field of gastroenterology to be approved by the ABIM for Maintenance of Certification 
(MOC) for points toward the self-evaluation of practice performance requirement. 1'hese 
programs have been built to ccxirdinate with licensure requirements and each cross-fertilizes 
the other. 

The AGA's Procedural Sedation/Patient Safely PIM is an online portal that guides physicians 
IhnMJgh a chart abstraction of de-identified patient data, compiling this information to help 
physicians identify patterns and select changes or interventions that should improve 
performance. Participating physicians then implement an improvement plan, followed by 
another chart extraction several months later. The PIM generates a report comparing the two 
sets of charts, allowing physicians to easily assess the impact of their improvement plan and 
recognize opportunities for ongoing improvement in practice. 

The .sedation PIM focuses on practice-based evaluation of five quality indicators: risk 
assessment, informed consent, depth of sedation, patient safety (managing medication) and 
patient satisfaction. 

In April 2012, the AGA collaborated with other specialty societies to launch a major 
education campaign focused on curbing overuse or misuse of tests and procedures. 

Our list of 'Tive Things Physicians and Patients Should Question" is part of the prominent 
Choosing Wisely campaign, which is an initiative of the ABIM Houndafion. The list identifies 
five targeted, evidence-based recommendations that can support wise choices by physicians 
and patients. AGA's list makes the Killowing recommendations: 

• For pharmacological treatment of patients w'ilh gastroesophageal reflux disease (GFRD), 
long-term acid suppression therapy (proton pump inhibitors orhistamine2 receptor 
antagonists) should be titrated to the lowest effective dose needexJ to achieve therapeutic 
goals. 

• Do not repeal colorectal cancer screening (by any method) for 10 years after a high-quality 
colonoscopy is negative in average-risk individuals. 

• Do not repeat colonoscopy for at least five years for patients who have one or two small (< 1 
cm) adenomatous polyps, without high-grade dysplasia, completely removed via a high- 
quality colonoscopy. 

• For a patient who is diagnosed with Barrett's esophagus, who has undergone a second 
endoscopy that confirms the absence of dysplasia on biopsy, a follow-up surveillance 
examination should not be performed in less than three years, as per published guidelines. 
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• For a patient with functional abdominal pain s>'ndroine (as per ROMF 111 criteria) computed 
tomography (CT) scans should not be repeated unless there is a major change in clinical 
findings or symptoms. 

The medical profession is in the midst of major changes to the manner in which it is reimbursed 
for its services. It is the AGAR’S intention to lead this discussion instead of having to react to 
changes implemented by outside forces. The immediate focus for the practicing 
gastroenterologist is to initiate a dialogue with patients when these five topics arise. These 
statements allow primar>» care and G1 providers to discuss the best course of care given a 
patient's situation. 

For example, the statement "Do not repeal colorectal cancer screening (by anv method) for 10 
years after a high-quality colonoscopy is negative in average-risk individuals/' invites a 
discussion regarding a patient's risk. By facililaling the discussion of individualized risk, 
available science can be used as a basis for informed decision-making between providers and 
their patients. While the statement is based on the best evidence supporting quality health care, 
it is not intended to replace clinical judgment, since patient risk and colonoscopy quality may be 
difficult to precisely quantify. 

The Clioosing Wisely statements arc designed to help patients and their clinicians understand 
which common procedures, tests and treatments are appropriate given their current health 
circumstances. It is hoped that by reducing overuse of common, high-volume resources, we 
may be able to "bend the cost curve" and ensure that resources remain available to provide the 
care we know will be beneficial to our patients. 

The AGA is also developing Clinical Service Lines. 

These arc a collection of resources, combined with a "how to" manual, to help put all the pieces 
together so that a practice can provide the highest quality of care to its patients. These service 
lines will be built into an FMR for the purpose (»f coordinated information management and 
will be accessed through a single portal for the AGA Registry, our Digestive Health Recognition 
Program. PQRS and others as they become available. The initial clinical service line is for 
treatment of hepatitis C and this will be interfaced with gMed. 


ALTERNATE PAYMENT MODELS 

Developing a colonoscopy bundle fee is an integral component of ACA's Roadmap to the 
Future of G1 Practice initiative. Recently, AGA was approached by a claims logic company used 
by most major private payors and a health plan to provide the objective clinical and scientific 
expertise for developing the bundles, including length of time of the bundle, complications and 
associated "carve outs." We have heard from members that entities in Minnesota and other 
payors, including Wellpoint, have approached G1 groups regarding development of a 
colonoscopy bundle. 
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The project is proceeding with AGA bringing all parties to the table. AGA physicians are 
developing the content (e.g., screening colonoscopy, diagnostic colonoscopy and therapeutic 
and carve ouLs) of the bundles. 


ADMINISTRATIVE AND REGULATORY BURDENS 

Administrative and regulatory burdens continue to threaten the viability of physician practices, 
especially small practices and ambulatory surgery centers (ASCs). The AGA, along with 
organized medicine, has long advocated for administrative simplification for billing and patient 
information. This could save time and money for practices. Additionally, harmonization of 
PQRS, EHR Meaningful Use, and e-Prescribing reporting ret|ulremente could also provide a 
more streamlined process as physician practices comply with many of the new mandates from 
Medicare. It should also be noted that ASCs do not have an EUR incentive program. Most Gls 
perform services in the ASC setting and do not receive credit for the EHR use in this selling. 


CONCLUSION 


ITie AGA appreciates the opportunity to share our experience with quality and efficiency 
programs ^vith both Medicare and private payors and believes many of these approaches can be 
expanded to a wider population base. Again, we share your vision to create a new pa^Tnent 
system that rewards physicians for quality improvement and moves the Medicare system 
toward a more stable and viable path. 

AGA's quality portfolio is intended to provide practices with multiple tools and resources to 
demonstrate improved patient outcomes and high quality and efficient care. We share the 
subcommittee's interest in developing and implementing policies and initiatives that meet these 
goals. Tliank you. again, for the opportunity to share AGA's many programs and experiences 
with you and know that we stand ready to continue this dialogue. 
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Chairman MERGER. Thank you. 

Dr. Mandell is recognized for five minutes. 
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STATEMENT OF DR. PETER MANDELL, CHAIR, AMERICAN 

ACADEMY OF ORTHOPAEDIC SURGEONS COUNCIL ON 

ADVOCACY 

Dr. MANDELL. Good morning, Chairman Merger and Ranking 
Member Stark. Nice seeing both of you again, and good morning 
to the rest of the distinguished panel. 

Thank you for the opportunity to testify on behalf of the Amer- 
ican Association of Orthopaedic Surgeons, which represents over 
18,000 actively practicing Board certified orthopaedic surgeons na- 
tionwide. 

I am Pete Mandell, Chair of the AAOS Council on Advocacy, and 
our organization is very much appreciative of the opportunity to 
offer our ideas on how Medicare physician payment reform can be 
carried out. 

As the Committee knows very well, finding a long term sustain- 
able solution for the Medicare physician payment system is a huge 
undertaking. We believe that a commitment to the development 
and adoption of best practices that provide high quality care for 
musculoskeletal patients while remaining cost effective is the best 
way to achieve that solution. 

We are already involved in several quality initiatives that can be 
used by Congress as a model for future payment reforms. 

These initiatives include the development of clinical practice 
guidelines, appropriate use criteria, a joint registry program, great- 
er patient participation in their own health care decisions. 

We believe the current fee for service system, although appro- 
priate for certain types of health care services, is not the most effi- 
cient system for many services and procedures. 

We also believe that policy reforms that provide incentives for 
the delivery of high quality health care should be coupled with pay- 
ment reforms that include greater patient involvement. 

There is no one size fits all when it comes to creating new pay- 
ment models for Medicare. Each of the following types of payment 
systems has merit: capitation, episodes of care, tier based payment 
systems, and the traditional fee for service model. 

Whatever methods Congress chooses, we strongly support efforts 
to incorporate quality, efficiency, and payment outcomes into the 
Medicare physician payment system. 

Congress should provide financial incentives that reward higher 
quality care based on appropriately risk adjusted patient centered 
measures of health care outcomes. Risk adjustment is essential to 
account for medical and social problems, other patient co- 
morbidities, that are beyond the provider’s control. 

These would include obesity, non-compliance with treatment rec- 
ommendations, tobacco and alcohol use, to name just a few. 

Also, quality measures should be utilized to develop a new physi- 
cian payment model but only if it is developed with the advice of 
specialty specific input from all physician specialties who are im- 
pacted by the payment system. 

The payment system should reward physicians for developing 
medically innovative treatments that increase quality and reduce 
costs. 

An orthopaedic example is orthoscopic surgery, which in the past 
had required open procedures and several days in the hospital. 
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Tying payment to quality and to the savings generated by medical 
innovation will reduce overall Medicare costs and drive the innova- 
tion. 

Coordinated care models offer another approach for payment and 
delivery reform. An example is the episode of care where a single 
payment covers all involved providers, but such arrangements may 
carry unintended consequences including denying care to higher 
risk patients. 

The AOS helped form the American Joint Replacement Registry 
for total hip and knee data collection and quality improvement. Its 
goals include collecting device information and monitoring out- 
comes of total joint replacements throughout the U.S., creating real 
time survivorship curves to serve as trip wires that detect poorly 
performing implants and providing regular feedback to surgeons, 
hospitals, and implant manufacturers concerning their relative per- 
formance compared to peers. 

All of the above quality improvement activities have been devel- 
oped and/or supported by the AOS, and are changing the face of 
orthopaedic practice nationwide. 

Patients can become more involved with seeking out appropriate 
high value care. First, in the absence of true SGR reform. Congress 
should permit the private contracting between patients and pro- 
viders. This will help providers close the gap between inadequate 
Medicare payments and the ever increasing costs of providing serv- 
ices to seniors. 

Second, Congress should consider enabling Medicare bene- 
ficiaries to assume greater responsibility by cost sharing for the 
Medicare program with protections for low income beneficiaries. 

There is a broad range of options that policy makers can use and 
consider for enhancing benefit sharing. 

We believe the Medicare system needs to be transformed from its 
current emphasis on paying for services regardless of quality or 
cost to a system that provides meaningful and sustained incentives 
for high quality, innovative and cost effective care. 

Accomplishing this goal will require the cooperation of Congress, 
CMS, physicians, and patients. 

However, we believe that it can be accomplished and that now 
more than ever is the right time to concentrate our efforts in this 
direction. 

Thank you for allowing me to participate in the hearing today, 
and we look forward to working with all of you in the future. 

[The statement of Dr. Peter Mandell follows:] 
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Chairman Merger, Ranking Member Stark, and other distinguished members of the Ways and 
Means Health subcommittee, thank you for the opportunity to testify on behalf of the 
American Association of Orthopaedic Surgeons (AAOS), The AAOS represents over 18,000 
board-certified orthopaedic surgeons nationwide. My name is Peter Mandell, MO, and I serve 
as Chair of the AAOS's Council on Advocacy. I have practiced orthopaedic surgery on the San 
Francisco Peninsula for the last 37 years. On behalf of the AAOS and my orthopaedic surgeon 
colleagues across the country, thank you for inviting our organization to testify today on 
Physician Organization Efforts to Promote High Quality Care and Implications for Medicare 
Physician Payment Reform. AAOS recognizes the huge undertaking of developing a long-term 
sustainable solution to the Medicare physician payment system and we are happy to aid in this 
effort. We are committed to the development and encouragement of best practices that 
provide the highest quality of care for musculoskeletal patients while remaining cost effective. 
We are already involved in several quality initiatives that we believe can be used by Congress as 
a model for future payment reforms. These initiatives include the development of clinical 
practice guidelines (CP6), appropriate use criteria (AUC), our |oint registry program, and patient 
safety measures. Policy reforms that proyide incentives for the delivery of high quality health 
care should be coupled with payment reforms that include greater patient involvement in order 
to preserve the Medicate program. 

Quality-Based Payment Reform Models 

There is no "one-sIze-flls-aH" when it comes to creating new payment models for the 
Medicare system. Each of the following types of payment systems has merit: capitation with 
warranties and floors, episode-of-care, tier-based payment systems and traditional fee-for 
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service. The AAOS created a Health Care Systems Committee to keep abreast of efforts to test 
alternative payment systems specific to orthopaedic care. The AAOS has held seminars at 
several recent meetings to provide education to our members about various payment models 
that incorporate quality-based payment. 

The AAOS strongly supports efforts by Congress to incorporate quality, efficiency and 
patient outcomes into the Medicare physician payment system. Congress should provide 
financial incentives that reward higher quality care based on appropriately risk-adjusted, 
patient-centric measures of health outcomes. This approach must be risk adjusted to account 
for the medical, social, and personal patient co-morbidities that are beyond a provider's 
control. These would include factors such as obesity, diminished mobility, noncompliance with 
treatment recommendations, poor nutrition, tobacco and alcohol use, and disparities in health 
care access- 

A payment model that is based solely on the cost of procedures and their outcomes, 
without consideration of the above factors or the quality of life benefits derived by patients, 
would be ineffective. One payment model that could provide appropriate incentives for high 
quality care would establish different payment tiers based on appropriately adjusted outcomes 
so that the highest quality care is paid at a higher rate than lower quality care. This system 
would be built upon factors such as evidence-based guidelines, appropriate use criteria, risk- 
adjusted performance measures, and mandatory participation in national registries. 

The majority of specialty societies, including AAOS, have created a foundation of quality 
measures and continuously evolving evidence in virtually every area of medical practice. The 
AAOS has a sufficient foundation of outcomes research to begin to determine what constitutes 
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a high quality orthopaedic outcome compared to a low quality outcome. Quality measures 
should be utilized to develop a new physician payment model, but only if the development 
process Includes specialty-specific input from all physician specialties who are impacted by the 
payment system. 

New payment models that provide positive financial incentives for higher quality care 
would lead to better patient outcomes with improved patient involvement In decision-making. 
Payment systems should reward physicians for developing medically Innovative treatments that 
increase quality and reduce costs. Orthopaedics has long been a driver of medical innovation 
such as arthroscopic treatments for conditions which formerly required open surgery and 
inpatient hospital stays. These types of innovative technological advances have saved 
employers, patients. Medicare, and other payers billions of dollars per year in reduced costs, 
principally through reductions in hospital stays. Tying payment to quality and to savings 
generated by medical innovation will reduce overall Medicare costs and drive innovation. 

Coordinated care models offer another approach for payment and delivery system 
reform. The AAOS supports efforts to develop and evaluate payment methodologies that will 
incentivize coordination of care among providers (including physicians and hospitals) and help 
curb health care inflation. As the demand for musculoskeletal care Increases with a more active 
society and an aging population, it is imperative for orthopaedic surgeons to be included in the 
discussions and to take a lead role in the development and deployment of such programs. 

Currently, hospitals are paid under a Diagnosis Related Groups (DRG)-based prospective 
payment system which adjusts for severity and resource use In the discharge diagnosis. 
Physicians have traditionally been separately paid under a fee-for-service schedule without 
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incentives to control volume or cost. The Centers for Medicare and Medicaid Services (CMS), 
along with multiple other stakeholders, believe that there are savings to be realized if the 
hospital and the physicians are paid and incentivized by the same methodology. With a single 
payment issued for the entire episode of care, interested parties hope to align the incentives of 
the facility and all involved providers, resulting in more efficient delivery of care and better 
compliance with standards and reporting requirements. 

As traditionally defined, an "episode of care" bundled payment is a single payment 
made to all providers - physicians, facilities, laboratories, and all other health care professionals 
- for the entire episode of care provided to the patient. Episode of care payment programs may 
include a physician incentive or gainsharing component. Gainsharing refers to an arrangement 
between a physician and a hospital to share in the cost savings that result from specific actions 
to improve the efficiency of care delivery. Gainsharing programs may also be established 
independent of bundled payment programs. 

Episode of care, or bundled payment methodologies and gainsharing arrangements may 
carry unintended consequences. One possible consequence is deliberate rejecting of complex 
or risky patients. The patient must be the focal point of any Initiative and therefore the system 
must not create incentives to treat healthier patients and limit access to sicker ones. 
Additionally, because a bundled payment would Include a specific time period defining the 
episode of care, a workable and reasonable re-admission policy would be an essential piece to 
such initiatives. The system should not create incentives for patient diversion when a 
discharged patient in need of re-admIssion is sent to a different facility or provider. Developing 
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a coherent risk adjustment policy is the primary method for preventing the practice of 
deseiecting patients and addressing the readmission issues with this method of payment. 

Lastly, Congress should provide incentives for care that is innovative and high quality. 
Musculoskeletal disorders and diseases are the leading cause of disability in the United States. 
The economic impact of these conditions is staggering. In 2004, the sum of the direct 
expenditures in health care costs and the Indirect expenditures in lost wages for persons with a 
musculoskeletal disease diagnosis has been estimated to be $849 billion dollars, or 7.7% of our 
gross domestic product. ’ In addition, musculoskeletal conditions are also the greatest cause of 
total lost work days and hospital bed days in the U.S. At least one study has indicated that 17% 
of workers employed in the previous 12 months In the U.S. reported lost work time totaling 
nearly 437.6 million days as a result of musculoskeletal conditions. ' Congress must recognize 
this reality by rewarding this type of care as more valuable than care that contributes little to 
societal well-being and economic productivity. 

Elevating the Quality of Orthopaedic Core 

Beginning in 2006, with the creation of the AAOS Guideline and Technology Oversight 
Committee, the AAOS introduced the concept of evidence-based medicine into our clinical 
practice guideline development process. The implications of this commitment to evidence- 
based medicine on the part of the AAOS in the development of its Clinical Practice Guidelines 
(CPGs) are profound. No longer are CPGs subject to the potential self-serving bias of a panel of 
"experts"; but, rather they are constructed on the basis of a systematic review and ranking of 
the quality of the literature that is then objectively used to arrive at the conclusions and 

* Surg, Burden of Musculoskeletal Diseases In the United States. 

’ibid 


6 



57 


recommendations in these CPGs. Furthermore, each step of this process is clearly articulated 
and documented, which increases transparency. Any outside agency can take the same 
literature base (often up to 6000 articles reviewed for a given guideline), follow the AAOS 
process and, in all likelihood, come up with the same conclusions and recommendations, free 
of bias to the greatest extent possible. It is important to note that although AAOS supports the 
use of AUCs and CPGs, no guideline ought to supersede the clinical judgment of a trained 
physician. 

The AAOS believes that one important test of whether the AAOS or any other 
professional organization has succeeded in producing objective guidelines is to see whether 
those guidelines continually serve the financial interests of the physician groups that wrote 
them. The AAOS understands the importance of objectivity. For instance, the AAOS has come 
out against the use of arthroscopy in most patients with knee osteoarthritis and against the use 
of vertebroplasty In patients with osteoporosis-related spinal fractures. As a result, our CPGs 
have gained praise from both the lay press as well as the AMA for their process of development 
and the objectivity of their evidence-based recommendations. The AAOS CPGs provide 
guidance for clinicians In a way that will benefit patients and contribute greatly to the quality of 
health care being provided. 

AAOS CPGs have already been Incorporated into payment systems, and the AAOS has 
been supportive of the correct application of AAOS guidelines into coverage policies. However, 
we have also been diligent in responding to payers who have misinterpreted or misapplied our 
guidelines to not cover certain procedures when the AAOS CPG did not advise against the use 
of the treatment. It is important for specialty societies that have CPGs to engage with payers. 
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both public and private, to ensure coverage policies are evidence based and appropriate for the 
best patient care. 

In the last 18 months the AAOS has also committed to the development of Appropriate 
Use Criteria (AUC) which have even more applicabilltv for payment systems based on quality of 
care. Appropriate Use Criteria provide specific guidance on what is and what Is not the 
appropriate use of a particular technology or service. AUC can easily be adapted Into 
performance and quality measures and therefore be integrated into tiered quality payment 
models. 

American Joint Repiacement Registry 

The American Joint Replacement Registry (AJRR) is a not-for-profit 501(c)(3) 
organization for data collection and quality improvement initiative for total hip and knee 
replacements. The AAOS is a founding supporter of the AJRR, which is working to become the 
national total joint replacement registry in the US. The registry Is governed and funded by a 
multi-stakeholder model comprised of orthopaedic surgeons, hospitals, payers and implant 
manufacturers. The AJRR is focused on improving the quaiity, outcomes, and cost-effectiveness 
of total joint replacement (TJR) surgeries through the achievement of several objectives; 

1) Establish an infrastructure and a uniform system for collecting device information 
and monitoring outcomes of TJR throughout the U.S. 

2) Create real-time survivorship curves to serve as a trip-wire in order to detect poorly 
performing implants 
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3) Establish a uniform system that can be used to define the epidemiology of TJR for 
outcomes research to improve the quality and outcomes of patient care 

4) Provide regular feedback to surgeons, hospitals and implant manufacturers 
concerning their relative performance compared to peers (national joint registries in 
other countries have proven that this iterative feedback to providers improves 
quality and reduces cost.) 

The AJRR Board of Directors will establish the policies and procedures that governs data 
use, dissemination, and reporting, including the relationship with organizations external to the 
national registry, such as Health and Human Services (HHS), Food and Drug Administration 
(FDA) and Centers for Medicare & Medicaid Services (CMS). The AJRR believes that for the most 
comprehensive collection of core data, the reporting system must maximize existing data 
collection systems and rely upon participating hospitals for submission of data to the registry. 
They also believe that the analysis and interpretation of registry data must be objective and 
scientific. 

The AJRR currently collects data on both Medicare and non-MedIcare patients without 
distinguishing between the two types of patients. Data collected Includes patient Information, 
hospital name and NPI, surgeon name and NPI, laterality, and Implant information. The goal of 
this data collection Is to inform patients and surgeons about these procedures allowing them to 
optimize outcomes and reduce the rate of revisions. Even a small reduction in the rate of 
revisions will save Medicare dollars that can be used to increase research. We hope that the 
AJRR will become the national total joint registry dedicated to improving arthroplasty care in 
the US. 
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Improving the Delivery System 

The AAOS has been engaged In the health care delivery reform discussions occurring 
across the country between physicians, payers, hospitals, and other health care stakeholders. 
The AAOS is actively analyzing the concept of the Accountable Care Organization (ACO) and 
responded to the proposed and final rules establishing the Medicare Shared Savings programs. 
The Medicare proposed rule was released in March of 2011, but well before that, the AAOS had 
held a day-long symposium on the topic, in August of 2010. This symposium brought together 
members of the AAOS Health Care Systems Committee and experts in payment reform like 
former CMS administrators Mark McClellan, MO and Robert Berenson, MO. Based on the 
symposium, the AAOS developed a short primer that was distributed to AAOS fellows at the 
2011 AAOS Annual Meeting and subsequently available online as a POT. The primer was very 
well received and many other specialty societies used it as an introduction to the topic even 
before Medicare began to outline what an ACO might look like. 

In 2011, the summer symposium focused on hospital-physician alignment strategies 
such as episode-of-care models, gainsharing arrangements, co management relationships, and 
hospital employment. As in 2010, experts in the content area were invited to participate and 
helped develop a primer on the topic that was distributed to AAOS Fellows at the 2012 Annual 
Meeting. The 2012 summer symposium will focus on the concept of the Medical Neighborhood 
and the role of surgeons and specialists in this new approach to health care delivery. The 
emphasis in all three symposia has been on how to better align physician payments with 
initiatives that deliver the highest quality care to our patients. 
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Electronic Health Records 

The AAOS consistently encourages all members to adopt Innovative and new 
technologies such as Electronic Health Records (EHRs|. However, there must be interoperability 
standards for all such systems. The AAOS also supports the development of appropriate 
standards for meaningful use of EHRs by Government agencies and private carriers which 
balance the needs of patients, physicians, and regulators. Finally, the AAOS believes these 
standards should be collaboratively developed by physicians through their professional 
organizations in cooperation with government agencies. The process should emphasize the 
requirements for the highest level of quality patient care while recognizing the limits and 
clinical specialty focus of physicians who use the systems. Since 2010, the AAOS has 
maintained an EHR project team which guides AAOS activity and education in the EHR arena. 
Among their accomplishments has been the submission of extensive written comments to the 
CMS Office of Technology on their Meaningful Use of EHR Stage I and Stage II standards. 

The AAOS has also undertaken considerable efforts to educate AAOS members in 
implementation of EHRs in their practices and how to take advantage of government EHR 
incentives. We have published a series of articles In our journals and newsletters and have 
created a series of webinars on the topic. In addition, we have dedicated a section of our 
website to the provision of EHR related resources. 

We believe the Medicare physician payment system should offer significant incentives 
to adopt these systems as we believe widespread utilization of EHRs will lead to improvements 
in patient care and in savings for payers. 
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Patient Safety 

Patient safety is an integral part of the AAOS quality efforts. The AAOS was a leader in 
preventing wrong site surgery when it initiated its “sign your site" campaign in 1997 to prevent 
wrong site surgery. This campaign falls under the purview of the AAOS Patient Safety 
Committee, which Is currently working on a number of other Issues related to quality, including 
issues surrounding surgical site infections and surgical checklists. Many of their initiatives could 
be incorporated into payment systems that reward quality and efficiency as they provide 
guidance to practitioners on how to provide the highest quality care for our patients. 

Additionally, as a "spin off' of Clinical Practice Guidelines (CPG) and as an 
implementation tool, the AAOS has recently developed clinical patient management checklists. 
Since the product often Is not a literal checklist but rather a care process for the patient, no 
checklist can be applicable In every instance and each surgeon should act on a case by case 
basis. Checklists are particularly important because they have a direct influence on physician 
behavior. 

All of the above quality improvement activities have been developed and/or supported 
by the AAOS and are changing the face of orthopaedic practice nationwide. 

Patient Access and Involvement 

The AAOS embraces change that improves quality and lowers cost, but the patient must 
be the primary focus of all initiatives. Orthopaedic surgeons need to be knowledgeable about 
what their medical decisions cost, while ensuring that they are able to make proper choices in 
the best Interest of patients, consistent with the best available evidence. Orthopaedic surgeons 
should continuously work to Improve the quality and cost-efficiency of patients’ outcomes. A 
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facility's attempt to control costs and maintain clinical programs should not interfere with the 
surgeon’s goal of providing the highest quality care and serving the patient's best interest. As 
part of a collaborative effort, orthopaedic surgeons within a facility should participate in the 
development of cost-containment strategies as long as patient care is never compromised and 
the proper safeguards are In place. 

There are several ways the AAOS believes patients can become involved with seeking 
out appropriate, high value health care service. First, in the absence of true SGR reform. 
Congress should permit private contracting between patients and providers. This will help 
providers close the gap between inadequate Medicare payments and the cost of providing 
services to seniors. 

Second, Congress should consider enabling Medicare beneficiaries to assume greater 
responsibility by cost-sharing For the Medicare program, with protections for low income 
beneficiaries, in order to preserve their access to quality care. There are a broad range of 
options that policymakers could consider for enhancing beneficiary cost-sharing. 

The Medicare system needs to be transformed from its current emphasis on paying for 
services regardless of quality or costs to a system that provides meaningful and sustained 
incentives for high quality, innovative, and cost effective care for Medicare patients. 
Accomplishing this goal will require the cooperation of Congress, the Centers for Medicare and 
Medicaid Services (CMS), physicians, and patients. However, we believe it can be accomplished 
and that now, more than ever before, is the right time to concentrate our efforts in this 
direction. 
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Thank you for allowing me to participate in the hearing today, and we look forward to 
continued dialogue with your committee on this important topic. 
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Chairman MERGER. Thank you. 

Mr. Sharp, you are recognized. 

STATEMENT OF ARIC SHARP, CEO, QUINCY MEDICAL GROUP 

Mr. SHARP. Thank you, Chairman Merger, Ranking Member 
Stark, and Members of the Committee. 
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My name is Aric Sharp, Chief Executive Officer at Quincy Med- 
ical Group. 

The need for an SGR solution cannot he stressed enough. Every 
year physicians face uncertainty, an inability to budget, and at 
times having to spend significant resources to address retrospective 
patches. 

As the Committee works on the SGR issue, we believe 
incentivizing high performance can and should be a part of the so- 
lution. At a minimum this would include measuring and improving 
quality, improving care coordination, utilizing information tech- 
nology, and demonstrating the efficient provision of services. 

These four attributes guide much of the activity at Quincy Med- 
ical Group and other multi-specialty groups and systems through- 
out the country. 

In Quincy, we participate in the PQRS program and the e-pre- 
scribing incentive program. We actively measure patient satisfac- 
tion through a standardized CG cap survey, as well as through 
opinion metered Kiosk devices in our offices. 

However, we are not just measuring quality. We are also aligning 
it with our revenue streams. We work with Humana on a Medicare 
Advantage product that provides reimbursement for our patient 
centered medical home, for 12 quality metrics, and for shared sav- 
ings. 

Through the Iowa Health System, Quincy participates in the 
Medicare shared savings program. That program’s 32 quality meas- 
ures introduce an even higher level of rigor. 

We are also nearing completion of an intensive medical home 
contract with Blue Cross and Blue Shield of Illinois. 

Altogether our combined efforts across all payers will link over 
75 percent of our revenues to both quality and cost savings. 

Quincy’s medical multi-specialty medical group model utilizes 
physician led committees and work groups so that we can leverage 
good care coordination into quality. 

For example, Quincy holds the highest patient centered medical 
home recognition from NCQA, Level 3. We also have the largest 
number of patient centered medical home providers in the State of 
Illinois. 

We believe there is strong merit to follow the lead of commercial 
insurers by incentivizing this type of care coordination. 

Quincy is also on track to meet EHR meaningful use criteria for 
all of its physicians. However, only half of our physicians are even 
able to receive the intended meaningful use incentive as well as 
PQRS and e-prescribing incentives due to a technical oversight. 

H.R. 3458 would fix that issue, and it would end that type of dis- 
crimination in quality programs against rural physicians. That bill 
has bipartisan support, and is strongly supported from medical and 
hospital associations, providers, and leaders across the country. 

Therefore, we respectfully urge swift passage of H.R. 3458. 

You see, the reason it is so critical to have all physicians in both 
urban and rural areas on EHRs is because it is a prerequisite to 
advanced solutions, like patient registries, patient portals, tele- 
health solutions, and predictive analytics, through products like 
Explorus and Anseta. 
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At Quincy, we are already using or preparing to launch initia- 
tives in each of those advanced areas. 

Finally, we believe high performance includes demonstrating the 
efficient provision of services through cost reduction. However, it is 
important to keep in mind there are geographic differences in 
measuring baseline cost efficiency across our country, and that fact 
cannot be overlooked within any successful SGR solution. 

In conclusion, solutions must work for all physicians and all spe- 
cialties and in all parts of the country. We believe taking an ap- 
proach of shaping the path could be the most successful, and that 
shaping can begin with appropriate incentives centered around 
quality and technology for high performing multi-specialty groups 
and systems. 

Thank you. 

[The statement of Mr. Aric Sharp follows:] 
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Physician Organization Efforts to Promote High Quality Care and 
Implications for Medicare Physician Payment Reform 


Rewarding High Performance 
A Path to Addressing the Sustainable Growth Rate 

Chainnan Hcrgcr, Ranking Member Stark and Members of the Mouse Ways & Means 
liealtli Subcommittee, on behalf of the Quincy Medical Group (QMG), a multispccialty 
clinic in Southern Illinois, Nortliweslem Mi.ssouri and Southeast Iowa, we are pleased to 
submit the following testimony to the Subcommittee on ways to improve health quality 
and etricicney in the Medicare program, particularly as such ctVorts pertain to ongoing 
elTorts to reform Medicare’s Sustainable Growth Rale (SGR) physician payment formula. 
QMG commends this panel for its elTorts to address this fundamentally Hawed system. 

Founded in ld37, QMG is one of the leading multispccialty group practices in the 
Midwest, with a network of more than 130 physicians and prov iders including a primary 
care network of Rural Health Clinics (RHC) and specialists practicing in 27 medical and 
surgical specialties. Our group provides quality health care services to more than 
300,000 people annually in the Tri-State area (e.g. Illinois, Missouri and Iowa), and over 
half of our annual revenues are from Medicare and Medicaid, QMG has recently become 
an afllliate of the Iowa Health System (IMS), one of the nation’s most integrated health 
systems. Through relationships with 26 hospitals in metropolitan and rural communities 
and more than 200 physican clinics, IHS provides care with the vision of delivering the 
best outcome for every patient every time. 

QMG holds itself to the highest ethical standards and subscribes to a multispecialty group 
practice philosophy whereby physicians and other providers are committed to working 
together under a collaborative model to improve the health status of the people whom we 
serve. It is in this .spirit that we are pleased to olTer testimony on initiatives underway at 
QMG that have shown great promijte - from both a quality Improvement and cost-savings 
vantage point - and that we believe may serv e as practical case studies to the Congress as 
it seeks to reform Medicare’s physician payment system. 


High Performance Leads to I 'alue 

Tlie rising cost of health care and the demand for better outcomes arc driv ing an 
e.xpectation among payers and patients for providers to more elTcctivoly leverage their 
data to improve quality, delivery and patient satisfaction. In essence, all parts of the 
industry are increasingly demanding higher value. 

At QMG we believe diat high performance includes accountability for both quality and 
cost. The current SGR payment mechanism under the traditional Medicare fee-lbr- 
serv-ice (FFS) construct works counter to such aceounlability. We believe high 
performance cun be measured and should be rewarded within any new physician 
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payment paradigm. If appropriately constructed, rewarding high performance can 
shape the path toward lower overall cost with simultaneous improvement in quality. 
This value can be observed in a variety of activities being undertaken by some of the 
most progressive raultispecialty medical groups and health care systems across the 
country. Specifically, we believe high performance includes a strong emphasis on 
measuring quality, improving care coordination, utilizing information technology, and 
demonstrating efiicient provision of services. Below arc examples, but certainly not all 
of the ways, OMG is working in each of these key areas. 


High Pcrfurmance Includes Measuring Quality 

OMli measures and reports on the quality of care delivered to its patients through both 
internal and external initiatives. QMG operates a Physician Leadership Institute with 19 
current enrollees. Each physician is an active participant in a work subgroup focused on 
moving the organization toward the triple aim of healthcare. One subgroup of physicians 
is actively working on patient satisfaction improvement initiatives within our 
organization. 

QMG actively measures patient satisfaction via two synergistic methods. The lirst is a 
standardized Clinician and Groups CAHPS (CG-CAHPS) survey administered by Press- 
Gnney to patients at random. CAHPS surveys arc patient experience tools used widely in 
the industry. The tool foeiLses on access to care, physician communication, office stalT, 
and an overall provider rating. The second method is a more real-time approach to 
improving satisfaction through the use of Opinionmeier Kiosk surveys in our offices. 

The Opinionmeter provides QMG the ability to offer short surveys at the time of patient 
checkout in a very ficxihle fashion. For example, questions can be changed at any lime 
to help the organization learn and focus on areas that have been indentilied for 
improvement. The data is available real time for analysis enabling a more nimble 
approach to process imprtwement. 

Another QMG Leadership Institute subgroup is actively working on the development of 
quality measurements around chronic diseases which can lead to mure standardization of 
care. The subgroup’s cITorl on diabetes is leading to a clinic-wide report card with 
quality metrics such as HhAlc, LDL cholc.slerol, foot exam, blood pressure, retinal eye 
exam and vaccine compliance. QMG recently received the distinction of being named a 
National Committee for Quality Assurance (NCQA) recognized site for diabetes care. 

QMG is a current participant in the Physician Quality Reporting System (PQRS) 
initiative, c-Prcscribmg (eRx) Incentive Program, and Electronic Health Record (EHR) 
Meaningful Use Incentive Program. QMG uses several software programs to extract the 
required data for the reporting required within these Medicare incentive programs. These 
programs have helped encourage strong primary care and specialist adoption of our EHR. 
Consequently our patients and providers benefit from features like drug to drug 
interaction alerts while e-prescribing. We believe that the.se programs are foundational to 
moving the phy.sician sector toward quality measurement and improvement. 
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QMG also works with commercial payers such as Humana through a Medicare 
Advantage (MA) product to actively incentivize quality and cost reduction. TIvough a 
value-based contract, Humana provides QMG standard FFS payments but supplements 
those with per member per month Care Coordination reimbursement recognizing QMGs 
Level 3 Patient Centered Medical Home (PCMH) model of care. In addition, the 
Humana contract has a .series of quality rewards lied to measures including breast cancer 
screening, glaucoma screening, colorectal cancer screening, cholesterol management, 
comprehensive diabetes care, osteoporosis management, 30-day readmission rale, heallli 
risk assessment completion rates, generic dispensing rates, mail order phannacy rales, 
and chart and lab data access. If these quality goals are attained. QMG has the 
opportunity to share In savings below an agreed upon total spending target This program 
is in its llrst year of implementation, and due to the patient demand and popularity of the 
MA program, we anticipate a signillcant increase in beneficiary enrollment at the next 
plan entry dale. We believe working w ith our commercial payers on value based models 
eases regulatory barriers substantially. And to the extent congressional SGR .solutions 
can come w ith realistic regulations, physician acceptance should increase, 

Finally. QMG is a participant in the Medicare Shared Savings Program (MSSP) via the 
Iowa Health System Accountable Care Organization (ACO). This program will require 
quality measurement on 32 elements, a high level of rigor for any health organization. 
With over 18,000 Medicare beneficiaries attributed to QMG primary care providers, we 
have a great opportunity to lest the MSSP model in our elTorts to advance quality and 
reducing cost. 


High Performance Includes Improving Cure Coordination 

QMG believes care coordination is critical to high performance. We also believe the 
mullispecialty group practice model has many advantages in care coordination. This 
model of practice typically unites a wide array of specialists with primary care physicians 
to work together in a more efficient fashion. This efficiency is found on many levels 
including better and timelier information sharing, broad quality and patient satisfaction 
programs, economic operating cITiciency, and engaged physician leadership and 
governance. These attributes are critical to the work and progress that needs to be 
accomplished to effectively meet the triple aim of healthcare to improve quality, lower 
cu.st, and exceed patient service cxpect.ations. 

For example. QMG uses a variety of physician-led committees and work groups to 
advance improvement initiatives. Our Physician Leadership Institute subgroup working 
on quality initiatives includes a pediatrician, internist, obstetrician, urologist, and 
neurosiugeon. This multi-disciplinary team is working specifically on ways to lead the 
organization toward an even higher level of quality measurement and improvement. 
While quality development and standardization can evolve dilTerently in different regions 
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of the country, \vc believe there is value in such an approach particularly when it is 
physician led. 

Another excellent example of improved care coordination resides in the PCMH model. 
The Patient-Centered Primary Care Collaborative recently released a report that 
summarized findinjis from PCMH demonstrations and concluded that findings from 
PCMH demonstrations show success in increasing the quality of care and in reducing 
cost of care on some measures. Recently, QMCi received the highest level of recognition 
(Level 3) from NCQA under the PPC-PCMH Program - a coveted recognition held by 
only 98 physicians and providers in the State of Illinois. Under this model. 27 of the 
State’s 98 physicians and providers with Level 3 recognition arc providers with OMG. 
QMCi has also submitted application for Level 3 recognition for its other 13 primary care 
physicians and providers working in its 10 clinic locations outside of Quincy, Illinois. 
Based upon our experience, we fully anticipate Level 3 recognition for all of our 
remaining 13 primary core physicians and providers. The PCMH model focuses on care 
coordination, improved access to care and patient .satisfaction. Specifically, NCQA 
recognition requires meeting 10 must pass elements in the areas of: access and 
communication; patient tracking and registry functions; care management guidelines for 
important conditions: patient self-management support; test tracking and follow-up: 
referral tracking; quality performance reporting and improvement; and patient experience 
reporting and improvement. An additional 20 elements are pursued to earn enougli points 
to reach 1 of 3 levels of recognition, w ith level 3 being the highest. Many commercial 
insurers around the country are now recognizing the benefits provided within the PCiMH 
model of care. As such we believe part of the SGR .solution can be found in incentivizing 
a broader deployment of the PCMH model of care. 

Building upon QMG's PCMH model of care, we are about to enter into an agreement 
with Blue Cross & Blue Shield (BCBS) of Illinois for an Intensive Medical Home 
program. This program uses a Verarisk methodology to identify tlic most chronic 
patients in our BCBS insured population. Each patient is then invited to participate in the 
IMH program which includes a super v isit for treatment plan development and education. 
BCBS provides funding through the program for the addition of nursing care coordinators 
who arc responsible Ibr daily care coordination and monitoring of the IMH patients. In 
addition the program provides incentives for both quality and cost management. Quality 
measures include LDL cholesterol screening, HbA l-C testing, depression screening, 
medication reconciliation, patient outreach, and physician-patient shiircd action plan 
rates. 


QMG believes a population health focus is important. For that reason, QMG now ofi'ers 
a Medicare Weight Loss Clinic, a new service covered by Medicare in 2012. This 
service provides intensive weight loss counseling for Medicare beneficiaries through a 
team of registered dieticians and diabetes educators working under the supenision of a 
physician. Enrollment has grown quickly to S2 people with over 3t)0 visits, and our data 
indicate that approximately 94% of enrollees are meeting the criteria of 6-pound weight 
loss in their first 6 months of the program. Hie benefits of weight loss reduction arc clear 
and are a key contributor to overall health improvement. By coordinating this aspect of 
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care within routine physician examinations, beneficiaries are able to receive direct 
education and recommendation into the program. While this program is not reimbursed at 
a level that allows it to produce break-even financial results, when coupled with our 
diabetes self management service, we are able to job share across teams, thus achieving 
some economies of scale and allowing the combined services to break even, making it 
feasible for OMCi to provide these services to patients while helping to lower costs. 

QMG is developing an Intensivist Program to measure quality, reduce average length of 
stay, and implement standardized protocols within the intensive care unit at our local 
hospital. Tills program would provide in-hospital stalling 24/7 by either a phy.sieian or 
nurse practitioner assigned to the intensive care unit to ensure that care is most cITeclively 
coordinated among the attending physician and variety of consulting physicians on the 
ca.se. These cITorts are anticipated to reduce the overall cost of care while improving 
quality. The program will measure and hold physicians accountable for Items including 
but not limited to patient satisfaction, core measures, length of stay, and meeting 
standards for communication during transition of care setting. 

QMO has launched other care coordination elTorts outside of the Medicare Physician Fee 
Schedule (MPFS) space that are demonstrating reduction in cost and quality 
improvement. These initiatives include a new Nursing Flome Care Coordination model 
and a progressive Home Dialysis Program I HOP) that includes both home hemodialysis 
and peritoneal dialysis modalities. Flie Nursing Home Care Coordination model is a 
natural extension of the PCMH model and the FIDP program a natural olTiccbascd model 
for nephrologists in any market. 


VVe believe incentivizing rare ronrdinalion for niultispecially groups and PCMHs 
has strong merit and can directly improve the physician cost of care. At the same 
lime, us Congress looks to find numerous ways to Fund SGR solutions, we believe it akso 
prudent to incentivize programs with tangible savings and improved quality such as those 
highlighted above. 


High Perfomtance Includes Using Infonnaliim Technology 

We believe the use of EUR technology is vital for every physician, single specially 
group, multispccially group, or system to attain high pcrform.'ince. Consequently, QMG 
is a high level user of EHRs. Our EHR facilitates cRx among our physicians for all 
prescriptions, with the exception of Schedule II Controlled Substances, in addition to 
streamlining the care processes by enabling physicians to conduct electronic charge order 
entry; procedure or testing order entry; as well as order (and view) lab and imaging- 
related results, immunization and wellness tracking, allergies, and active problem lists. 
QMG continues to work diligently to draw additional application out of the EUR through 
the development of standardized protocols around chronic disease such as diabetes. 

QMG IS on track to attain EHR meaningful use for all of its physicians despite only half 
of the physicians being able to receive meaningful use incentives. 
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We believe Congress did nol intend that Rural Health Clinic primary care physicians be 
unable to receive incentives from the Meaningful Use incentive program. H.R. 3458 
which was introduced by Rep. Aaron Schock (IL) and co-sponsored by Rep. Bltimenauer 
(OR) of this Subcommittee would provide the technical correction needed to address this 
oversight. We respectftilly urge swift passage of H.R. 3458. 

QMG uses two solutions to deliver a Patient Registry type solution. Phytel is software 
that queries our databases to identify patients with potential gaps in both their treatment 
plan and wellness recommendations. Over the past eight months. QMG has used Phytel 
to identify 10,433 unique patients with identified Gaps in Care. Of these. 3,800 have 
either scheduled or had an encounter to become compliant in their treatment plan. This 
proactive technology-driven approach to population mairagement is having a positive 
impact. Gaps in Care currently being targeted by QMG include Asthma, Chronic 
Obstructive Pulmonary Disease (COPD), Diabetes. High Cholesterol, Hypertension, 
Thyroid Disorder. Wellness Exams and Vaccines. QMG also uses features imbedded 
witliin its EHR tliat alert a provider to various Gaps in Care at the time of an encounter or 
visit. This Health Maintenance Alert feature enables nursing and providers to provide 
more comprehensive data driven care at the time of service. 

Physicians and nurses find these features very helpful as they manage a population. 
Patient registries make use of the underlying data in EHR. billing, and lab systems. The 
built-in intelligence allows the care team to work in a more proactive and elTicienI 
manner instead of having to comb Utrough stacks of paper charts or click through scores 
of electronic screens. .Another e.\ample within registries is allow ing the practice to query' 
data over a population and sort by physician or care team to determine the effectiveness 
of the team to attain patient compliance with standard ta'atment, preventive and wellness 
recommendations. The use of these systems has helped us identify patients delinquent on 
routine mammograms, screening colonoscopies, immunizations, and important chronic 
disease follow up visits. 

QMG is completing implementation and approaching launch of a new Patient Portal. 

This product, which is currently available to all QMG employees, enables patients to 
view tlieir lab re.sults, appointmenis. problem list, medications, allergies, and wellness 
recommendations in a .secure online platform. We anticipate launch, in August of this 
year, to all of our patients. Through the use of the Patient Portal, patients will also have 
the ability to connect to other participating health organization, thereby enabling patients 
to aggregate and view their medical records from multiple sources. (This unique product 
is offered by JarDogs. a subsidiary of the Springfield Clinic of Springfield. IL). For 
example, through the use of this technology, a given patient would be able to view their 
data from QMG, Springfield Clinic. Memorial Hospital in Springfield, IL. and eventually 
all Iowa Health System organizations. 

QMG is also seeking a means to implement a Tcichealth Enabled Care Coordination 
(TECC) project within its shared savings models with Medicare and other payers. This 
rapidly deploy able telehealth sohition. called the Health Buddy, would lead to large-scale 
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health eare improvements and significant cost reductions in multiple care provider 
settings. Participants will have been diagnosed with at least one of the following chronic 
conditions: heart failure. complc.\ diabetes mellilus and chronic obstructive pulmonary 
disease (including relevant co-morbidities). Prior studies performed by other 
multispecialty groups with the Health Buddy have demonstrated cost reduction of near 
15% for chronic disease patients. Through use of the Health Buddy, these high-risk 
patients experience higher satisfaction, belter access to care, and improved health. At a 
time when Medicare needs solutions, we believe that solutions like the Health Buddy 
offer tangible answers to many of the healthcare system's ailments. 

Furthennore. as the Committee looks to advance alternative payment models to FFS, 
QMG would encourage you to consider where funds under the MPFS might be further 
expanded or belter directed, particularly with re.spcct to accelerated cITorls across the 
country to implement telemedicine. While the Calendar Year (CY) 2012 MPFS relea.sed 
last November expanded the list of services that can be furnished through lelehcalth to 
include, for example, .smoking cessation .services, despite this strong initial foundational 
step, this level of coverage is far from adequate to support the more robust telemedicine 
capabilities that providers so desperately seek to adopt but for vvhich significant resources 
are .still sorely needed. 

Finally, as a part of its affiliation with the Iowa Health System, QMG will also soon be 
using the Explorys data tool. Explorys provides a secure cloud-computing plalfonn that 
empowers accelerated research, while enabling real-time exploration, performance 
management, and predictive analytics for the Medical Home and formation of ACOs. 

Tltis type of tool adds value beyond simple registries as it can assimilate data across care 
settings and time. Explorys will allow QMG to leverage our data into value based 
initiatives and shared savings, with commercial payers. Medicare, and MA. as it brings 
together data from clinical, financial, and operational systems. While the Explorys tool is 
being made available to QMG by the larger Iowa Health System, similar tools such as 
Ancela are available in the marketplace and are being used by other high performing 
progressive multispecialty groups. 


High Performance Includes Demonstrating Efficient Provision of Services 

We believe that high performance requires a balanced approach and that means active 
engagement to develop ways to demonstrate cost reduction. At the same time, it is 
important to note that diPI'ering parts of the country are starting from dilTerent baselines. 
Some areas are high cost today while others already demonstrate a much more efficient 
system. These geographic differences cannot be overlooked in any successful SGR 
solution that rewards high performance. 

QMG has another subgroup within its Physician Leadership institute that is working to 
identity and implement numerous additional ways to reduce the total cost of care. Tliis 
team is exploring ways to reduce emergency room visits in the community, reduce 
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a\ oiiiahlc admissions and rcadniissions lo ihc hospital, increase generic prescribing, and 
measure appropriate ase of imaging and testing serv ices. 


Patient Involvement 

OMC) encourages the Suheommiitec to provide beneficiaries financial incentives or assist 
physicians in the deployment of models Ih.at utilize higher value services such as the 
medical home model and other chronic disease prev enlion initiatives discu.ssed above. 


Alternative Payment Models 

QM(j liilly supports efi'orts to move away from the traditional ITS payment system to 
one that more accurately (and fairly) rewards physicians fur care iinprovemenl and 
etiicicncies. However, it is important tliat the Federal goveriimem be cognizant of the 
transitional costs incurred to the participating providers that are inherent in this type of 
change. 


Summary 

QMCi would like to briefly reiterate our desire that any newly-devised or reformed 
payment system be llevible to the extent that it support.s, not stifles, innovations being 
undertaken at QMG and other high performing multispecialty physician group practices 
across flic country . Any reforms that are under eonsideration by the Committee, or that 
arc still in the process of being implemented by CMS need to be able to "work" for all 
physicians, in all specialties, and across dillerent platlbrms that may typically fall outside 
of Medicare's traditional reimbursement construct. 

In closing, we believe activities like those described abtivc are essential to high 
performing multispecially groups and systems. As Congress works to cure the StiR 
ailment we would suggest that an approach of "shaping the path" be taken. Due lo the 
extensive complexity of the SGR issue, we believe incenlivizing high perfonnance can 
begin to move the industry m a much needed direction. In all likelihood, we believe any 
solution will need lo continue lo be modified over lime. 


Chairman MERGER. Thank you. 

Dr. Jenrette is recognized for five minutes. 
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STATEMENT OF DR. JOHN JENRETTE, CEO, SHARP 
COMMUNITY MEDICAL GROUP 

Dr. JENRETTE. Thank you, Chairman Merger, Ranking Member 
Stark, and members of the Health Subcommittee for inviting me 
today to testify regarding physician organizations’ efforts to pro- 
mote high quality care. 

I am pleased to testify today as Chief Executive Officer of Sharp 
Community Medical Group and as a physician myself trained in 
family medicine and geriatrics. 

By the way of background. Sharp Community Medical Group is 
the largest IPA in San Diego County. We have a network of more 
than 200 primary care physicians and over 500 specialists, and we 
care for more than 170,000 patients, both HMO and Medicare Ad- 
vantage, as well as commercial HMO, our new commercial ACO 
products, and we are one of the six pioneer ACOs in the State of 
California. 

I also address you today as Chairman of the Board of Directors 
for the California Association of Physician Groups, CAPG, that rep- 
resents over 150 physician multi-specialty medical groups and 
independent practice associations. 

Our members serve over 15 million Californians, approximately 
one-half of the state’s insured population. 

What are the most important efforts to promote high quality care 
for the patients we serve at Sharp Community Medical Group as 
well as the 150 medical groups and IPAs at CAPG? 

I must begin as many of the other speakers have with the cer- 
tainly known to you, move away from payment systems that re- 
ward volume rather than value, and that is much of the fee for 
service system that we currently live under. 

Groups like Sharp Community Medical Group have moved to 
global payment methods that allow services and systems of care to 
be established and built so that we are accountable for a population 
of patients, for quality, outcome, and excellence in care. 

We have learned that taking care of patients at the right time 
and at the right setting and utilizing team based approaches to 
care, examples of which I could offer you now and later, results in 
better health and prevention, improved management of chronic dis- 
ease, and also ultimately lowers costs. 

Payment methodologies that incentivize physicians and other 
health care workers to provide the coordinated, accountable care 
should be forward in your thinking. 

The second effort to promote quality is the alignment of incen- 
tives at the physician level that results in the quality outcomes or 
value that we are seeking. 

Sharp Community Medical Group has developed programs and 
incentives to support and improve quality for our patients for over 
20 years, and it has not always been easy. 

We are focused through efforts like the California Integrated 
Healthcare Association, IHA, which is a collaborative pay for per- 
formance program in California, multi-stakeholders, including 
plans and medical groups, that promotes quality improvement, ac- 
countability, and affordability of health care in the state. 

Sharp Community Medical Group is also focused on the five star 
quality metrics of our Medicare Advantage patients, the 33 quality 
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measurements of our pioneer ACOs, and similar metrics and goals 
of our commercial ACOs. 

Over the years, Sharp Community Medical Group has expanded, 
evolved and gained sophistication in data collection and aggrega- 
tion to create useful reports and registries that assist our physi- 
cians in improvement efforts in prevention, management of chronic 
disease, recognizing gaps in care, and in controlling overall costs. 

In addition, our doctors have supported transparency and shar- 
ing their results with each other on physician specific report cards. 
How do they compare with each other on prevention, like mammog- 
raphy or colon cancer screening, or how well they manage their pa- 
tients with diabetes. 

This has enhanced their work together, to learn from each other, 
and to continue to improve their performance. 

Physicians value accurate, comparable and reliable information 
to help them improve. The final effort to promote high quality care, 
on which I will close, is that of health information technology. 

Electronic health records, health information exchanges, HIEs, 
meaningful use are all steps in the right direction to collect, aggre- 
gate and share information across and among providers of care. 
They are, however, only beginning to reach a level of usefulness for 
physicians to be better and to care for patients. 

Many physicians still see EHR as fancy paper records containing 
volumes of information that is hard to digest and use successfully. 

They will continue to struggle with this until such time as we 
can easily share information across a common platform and the 
electronic systems develop the intelligence or active clinical deci- 
sion support that helps doctors, nurses, pharmacists and other 
health care providers use the information wisely. 

Again, I thank you for the opportunity to weigh in on this very 
important topic this morning and look forward to your further 
questions and dialogue. Thank you. 

[The statement of Dr. John Jenrette follows:] 
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Thank you Chairman Merger, Ranking Member Slark. and Members of the Health 
Subcommittee for inviting me to testify regarding physician organization ctTorts to promote high 
quality care. 

I am plea.scd to testify today in my capacity as Chief txeaitive Ofl'icer for Sharp 
Community Medical Group and us a physician. I have firsthand experience with many of the 
physician quality initiatives that I will speak to in my remarks today and look forward to sharing 
these insighLs w ith the Committee. By way of background. Sharp Community Medical group is 
the largest indepcndenl physician association in San Diego County. We have a network of more 
titan 201) primaiy care physicians and more than 500 specialists, serving over 170,000 HMO, 
commercial accountable care organization (ACO) and Pioneer ACO patients. 

I also address you today on behalf of the California Association of Physician Groups 
(CAPG). CAPG represents over 1 50 California multi-specialty medical groups and indepcndenl 
practice associations I IPAs). Our members serve over IS million Californians, appro.ximalely 
one halfof the slate's insured population. Our patient base is larger than the total population of 
most other states. C APG members provide comprehensive healdi care through ciKirdinaled, 
accountable, physician group practices. We strongly believe that palient-cenlercd, coordinated, 
accountable care offers the highest quality, the most etlicicnl delivery mechanism and the 
greatest value for patients, California physicians, including CAPG members, have operated 
under this accountable, budget-responsible model for over 25 years. 

The current Medicare fcc-for-service (FFS) payment system is unsicslainablc. It is also a 
barrier to improvements in quality. Rather than encouraging providers to achieve the highest 
quality, elTicienl care for patients, the FFS methodology incenlivizes providers to olTcr greater 
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volume and inlensily of services. In order to truly fix this broken system, we must look at ways 
to incentivize change in physician behaviors, to encourage team-based care, and to create a 
culture of quality. In order to take these steps, we also must ensure that physicians have 
organizational supports in place to accept population-based payments' and engage in necessary 
quality initiatives. 

In California, physicians have vast experience with payment models that provide viable 
alternatives to this failed FFS system. As I will describe today, California's care delivery model 
includes robust quality measurement and physician involvement in quality initiatives. 'File 
population-based payment model that has been in place in California for decades, combined with 
robust quality reporting and public accountability pros Isions. and a backstop provided by state 
regulation of risk-bearing entities provide a model for reforming the flawed fee-for-service 
delivery system. We believe that our population-based payment system can serve as a model for 
the rest of the country, especially as health care providers around the nation adopt delivery 
system reforms, like accountable care organizations (ACOs). 

The California Medical Croup/IPA Model - Containing Costs 

I will begin with a description of the payment model our medical groups operate under, 
which is predominant in California. Our medical groups and IPAs arc paid under a population- 
based payment model. In this model, provider groups arc paid a fixed amount for each enrolled 
patient for services over a span of time, most commonly per member, per month, regardless of 
the amount of care the patient consumes. In California, between Medicare Advantage and ACO 

' Wc use the icnn populaltun-tutscd payment ihmupluuii bui reeogni/c that in the current liealih policy 
dialogue, thus term can be used to embrace a variety of other concepts, such as bundled payments, partial cuptlalion. 
condition-speeilrc capitation, virtual pamal capitation, and others. 
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pilots, 53 percent of Medicare beneficiaries are enrolled in models employing population-based 
payment. Note that the scope of services covered by population-based payments varies by the 
type of arrangement involved (e.g.. commercial versus Medicare). 

In California, medical groups and IPAs assume financial risk for patient care through 
population-based payment, and also have been dcleg.ated administrative and care management 
duties that would otherwise be performed by insurers. Under this "delegated model" the medical 
groups and IPAs assume certain responsibilities, like utilization management and chronic disease 
management to a group of physicians, typically a multi-specialty group practice or an IPA. 
Arntitgements involving global payment allow the dcvcioptnent of programs and processes that 
arc not seen in the fec-for-.scrvice environment. These arrangements allow medical groups to 
prov ide the right care, at the right time, including addressing the environtnental. social, and 
behavioral services that arc often otnitlcd in the lec-for-service conte.\l. 

It is important to point out that these population-based payments I have just mentioned 
arc made directly to the medical groups. Some of these groups then provide downstream 
payments to primary care or specialty care groups. These downstream payments may take the 
form of subcapitation, salary, or even some FFS payments in the event the group wants to 
incentivizc higher utilization for a certain type of service, like preventive services. For exatnple, 
a group might pay a FFS payment for childhood immunizations The downstream pay ments also 
often include payment of incentives for physician perfonnance and outcomes, like quality 
incentive payments for performance on certain tneasuies. The population-ha.scd payment made 
directly to the group permits this type of ftexibility - the ability to encourage the provision of the 
types of care and patient outcomes that lead to healthier populations at a lower cost. 
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1'lie delegated model and population-based payments directly to groups enable physicians 
to take responsibility for certain activities, such as engaging physicians and other care team 
members in care management activ ities. promoting prevention, and coordinating care. The 
monthly, upfront payment of a budget for care for each patient in our population has enabled us 
to make strides in terms of improving outcomes for patients through initiatives that better 
manage patient conditions and have the cITcct of reducing costs in the system. Specirically. 
Sharp and other California physician organizations have been able to use the llevibility within 
their payment models to establish prograins of care that have the effects of reducing unnecessary 
hospital admissions, reducing unnecessary emergency department visits, and caring for p-itients 
with chronic illnesses. The population-based payment nrethodology allows us to hold physicians 
responsible for outcomes and to incenlivi/e a team-based approach that involves partnering with 
other health care professionals, such as case managers, pharmacists, and mid-level professionals. 
This team-based approach leads to better outcomes for patients and greater job satisfaction for 
our professionals. The current fee-for-service reimbursement system in no way encourages 
tcam-ba.sed approaches to care and this is something that should he addressed under a new 
payment system. 

Accountable Care in California 

Our experience with receiving population-based payments tied to a specific population 
has naturally developed into accountable care-type contracting with coinmcicial payers and 
ultimately to participation in Medicare's Pioneer ACO pilot. 

Recent shifts in the healthcare environment have lead to greater incentives to control 
costs for fee-for-service populations. As a result, more commercial payers have sought out 
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opportunities to contract with sophisticated physician organizations, asking these physician 
organizations to take accountability for specific, identillcd patient papulations. 

On the commercial side, these arrangements have been based on certain premises: ( 1 1 
measuring and improving hospital utilization: (21 measuring and reducing unnecessary 
emergency department utilization: (3) monitoring and lowering pharmacy costs; and (4) using 
cost-eflective settings. I'he overall goal of these commercial relationships is to lower the cost 
trend while improving patient care. The outcome for patients is that they are able to receive 
support services, outreach, and preventive services they have not previously received. 

In December 2011, Sharp Healthcare System was selected as one of 32 Pioneer ACOs. 
(Five other Pioneers are also located in California). Through the Pioneer ACO model. Sharp 
Healthcare is working w ith CMS to pursue a model that enhances the engagement between 
patients and providers to coordinate care acniss all aspects of the patient's healthcare needs. 

As a result of this initiative, a new group of Medicare beneficiaries is beginning to benefit 
from improved quality and outcomes as a result of a more elficient and coordinated approach. 
Initial analysis of this population shows that the Sharp ACO has 32,500 aligned patients. These 
patients arc now beginning to receive outreach, prevention, wellness, and post-hospital discharge 
follow-up services they had not previously received. In addition. Sharp provides a 24-hour nurse 
connection hotline to serve patients involved in the Pioneer pilot. The overall earc experience is 
more patient-cenlcred and we believe will lead to heller patient ouieomes. 

Through our participation in this pilot, Sharp has seen additional evidence that the fee- 
for-service system is failing our seniors. For example, our population analysis show s that the 
bed days per thousand for this fee-for-scrvice population are Silt) above what wc experience with 
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patients covered under population-based payment systems. The average length of stay in a 
skilled nursing facility is .^2 days for this population as compared to I i for seniors in population- 
based payment systems. We see tremendous potential to reduce costs and improve care for 
.seniors if we can transition them from the Hawed fec-for-service system to coordinated care 
models that involve population-based payment. 

California's Quality Improvement Journey 

A critical aspect of the success of our care delivery model is ensuring the highest quality 
care to patients. In California, we have combined innovative payment modeling with a robust 
quality measurement inimstructure, from the individual organizational level to the state level. 

Specific to our organization. Sharp uses physician report cards to measure individual 
physician performance. The report cards .show a level of detail related to qtmlity performance for 
each physician and is tailored to their specialty. The physician report card system, combined 
w ith the population-based payment methodology, allows us to tie quality to individual physician 
performance. The population-based payment system allows u-s to take this one step further - 
tying physician compensation to quality performance. This system has allowed us to both tailor 
metrics to individual physicians and use compensation-ba.sed incentives to drive the types of 
behaviors our organization wants to encourage. Note, however, that in terms of developing a 
broad-based payment system for Medicare, this type of measurement, reporting, and payment 
requires an organizational structure that can accept data, analyze it. and distribute results in a 
way that allows the physicians to be successful. 

Beyond our physician report cards. Sharp also participates in a number of quality 
initiatives, including California's Integrated Healthcare Association 111 lA) quality initiative, 
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Medicare Advantage 5-star quality program. Pioneer ACO quality metrics, and quality metrics 
associated with our commercial agreements. We also have some physician e.sperience with 
Medicare Part B’s Physician Quality Reporting System (PQRS). Overall, in our c.sperience, 
there is some overlap among these quality initiatives and more could he done to align quality 
metrics, paniculaiiy for the senior population. 

In California, the IIIA is a statewide inulti-stakeholder leadership group that promotes 
quality impruvemem, accountability, and aflurdability of health care in the state and has been 
doing so for a number of years. The IHA evaluates physician groups Kased on four domains; 
clinical quality, coordinated diabetes care, infonnation technology-enabled systems, and patient 
experience. The IHA's pay for perfonnance programs reward physician practices and other 
providers with incentives based on their pcrfomiance on these measures. Physician groups 
receiving these incentive payments are then free to distribute the payments to make further 
investments in coordinated, high quality care. 

In recent years, health plans involved in this initiative have recommended focusing on 
cost in addition to quality. Tlie IHA is currently developing a system to look at resource u.se and 
efllcicncy of physician practices by developing enieicncy measures. We believe that this 
initiative will contain important lessons for payers shifting to value-based purchasing 
methodologies. As this program is formulated and adopted, we arc happy to share additional 
information with the Committee. 

Pay-for-pcrformunce programs, like IHA’s. compliment the population-ha.scd payment 
model by providing necessary protections against potential incentives to stint on care. One 
criticism of the population-based payment model is that it incentivizes providers to withhold care 
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in order to maximize Iheir payment. Quality performance programs, particularly those with 
financial incentives tied to performance benchmarks, can outweigh such incentives in a 
population-based payment model. In California we have learned that providing the right care at 
the right time lowers cost, while deferring treatment increases costs. 

Furthermore. CAPO has instituted a Standards of Excellence Program for its member 
groups and IPAs. In 2006. the CAPCi Hoard designed the SOE to annually assess and publicly 
report the key features and capabilities of coordinated, accountable health care organizations to 
bring quality and alTordabilily to individual patients and populations. The S(5E evaluates groups 
on four domains: 

• Care management - inpatient and outpatient systems to support our physicians 
and patients to achieve reliable, safe, continuous, and affordable care; 

• Health IT - the essential tools to olTer timely decision support, consistency in 
preventive and chronic care, and feedback to doctors for improvement; 

• Accountability and transparency - measuring and reporting our work in public, 
compliance with fiscal responsibility regulations in the state; 

• Patient-centered care - features to accommodate individualized patient needs and 
preferences, embracing our responsible role in a culturally diverse community. 

CAPG members are scored on a star basis and the results are publicly available on the 
CAPCi website. Each domain consists of multiple questions with a maximum potential point 
score. Groups that surpass a certain, pre-determined threshold earn a star for that domain. In 
addition, groups receive feedback on areas where they can improve. In 2011, 26 organizations 
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achieved “Elite" status by surpassing thresholds on the four domains that were measured in lhal 
year, five organizations were recognized as “Exemplary." 

Finally, I would like to add that health care provider collaboration is critical factor in 
successful quality initiative development. Successful quality initiatives require close 
relationships between the primary care team, specialists, and hospitals. In addition, I believe that 
successful itnplementation of quality and alternative payment initiatives require strong physician 
involvement, buy-in. and leadership. 

Quality Measurement and Achieving Patient-C'entcredncss 

In addition to the quality initiatives described above. Sharp is focused on providing 
paticnt-ccnlcred care. We achieve this re.suh through elTorts at the organizational level. C'APfi's 
Standards of Excellence, and the statewide IIIA pay-for-performance initiative. 

At the organizational level. Sharp has invested in a broad-based approach to measuring 
patient satisfaction. Under our organizational approach, each physician receives 30 to 75 
surveys each quarter to measure patient satisfaction at the individual physician level. We believe 
dial the only way to foster an honest, open dialogue about performance is to have this type of 
niea.suremenl within our organization. The results of these surv eys are shared by name w ith all 
of our physicians and have driven quality improvement efforts within our organization. 

CAPO'S Standards of Excellence program contains cenain elements that promote patient- 
centered care, such as ensuring patient access to health information and secure communications 
with their healthcare provider, looking at the group’s capabilities to provide evening and 
weekend eare, language interpretation services, documentation of patient complaints, surveying 
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and monitoring timeliness of appointments, educating patients about their role in tlieir care, and 
ideniil'ying choices, ri.sks and benefits for alternative courses of treatment. 

In addition, the IHA uses a Patient Assessment Survey, which is derived from the 
national standard Clinician Group Patient Experictice Survey, endorsed by the National Quality 
Forum. The IHA survey tool questions address the follow ing areas ( 1 ) doctor-patient 
communication: (2) coordination ofetire; (3) specialty care; (4 1 timeliness of care and sen ice; 
and (5) overall care experience. This focus on patient experience of care provides important 
feedback to our medical groups in terms of providing patient-centered care. 

Model for the Future 

I believe that our successes are achieved in part through the flexibility that is afforded to 
our groups through die population-ba.sed payment model. This payment model is bolstered by 
strong quality initiatives and by physician leaders who con.suintly strive to improve the patient 
experience and care outcomes. I believe that a model based on the lessons learned in California 
can be successfully implemented throughout the country. However. I hope that the Committee 
will consider key factors that are necessary to protect and foster the growth of our model. 

First, the Committee should continue to look for opportunities to incentivize health care 
teams to prov ide the right care at the right time, while moving aw ay from a fee-for-service 
payment model. Seeond, I believe that the continued development of health information 
technology, w ith particular attention to standardization across systems, will be important to 
future development of coordinated care systems. This technology is essential to providing the 
foundation for data analytics that are required to suecessfully manage quality initiatives but more 
can be done to standardize these systems. Third, the Committee should continue to look for 
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wuys lo .support primary care teams and their proven role in improving quality and lowering east. 
Finally, we encourage the Committee to continue to support organized medicine. We believe 
that the types of changes that are nece.ssary to fix the fec-tbr-serviee system can only be made 
through infrastructure that is built to handle population-based payaiients. quality data and 
analytics, and measuring, assessing, and acting on physician performance information. Such an 
approach should involve Medicare physician payments that dilTercntiate between organizations 
that provide care in a more ctTective and co,sl elTicicnt manner. 

Tlie existing legal and regulatory framework provides some opportunity for physician 
groups like ours to further experiment with population-hascd payment models, such as partial 
capitation and shared savings. We believe the opportunity presented is two-fold. First, it will 
allow us to contmue to build upon the successes ofour model - to develop additional 
interventions and care plans Ibr vuincmhie populations and further improve the delivery of care 
to our patient populations. Second, these programs, like accountable care organizations (ACOs). 
provide an opportunity for California’s medical groups and IPA’s lo spread the lessons we have 
learned lo other areas of tlie country. Tlirough our participation in the Pioneer program we have 
begun shared learning activities w ith other Pioneers across the country. This is a first step in 
spreading our knowledge and simultaneously learning what is working in other areas of the 
country. 

I would add that I believe that our country is facing a cn’sis in primary care. This crisis 
requires a focus on the academic pipeline, creating a better work environment, and paying 
critical attention lo compensation for the entire primary eare team. As Congress revisits the fee- 
far-ser\ ice payment system. Medicare payment policy developments should ensure that fees for 
primary care providers are preferentially adjusted. By ensuring diflerenlial payment updates for 
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primar)' '■'are and preventive services, we can accomplish two aims: ( 1 ) ensuring that seniors in 
Medicare hav e access to primary care and preventive services: and (2) ensuring that there is a 
robust primary care worktorce that adopts a team-based approach in the future. I his approach 
should involve primary care physicians and other care professionals, including care coordinators, 
pharmacists, and social workers, all of whom are practicing to the lop of their license. Payment 
structures that recognize the critical role of primary care providers along with delivery system 
changes that focus on the role of primary care teams will lead to the dev elopment of a workforce 
capable of handling the challenges that lie ahead. 

In addition, attention mttst be paid to the Medicare Advantage (M A) program. Operating 
vviihitt the broader context of quality and patient-ccnicrcd care initiatives in California. Medicare 
patients who were enrolled in a plan using a population-based payment methodology had 
hospital utilization rates of 9X2.2 hospital days per l.tXtO as compared to Medicare f'l’S patients 
with I.(i64 hospital days per 1.01)1). I'his lower utilization rate in the poptilatiuti-ba.scd model has 
enormous potential for cost savings. Given the potential for sav ings atid seniors' well- 
documented satislaction with this program, we encourage the Committee to consider ways in 
which this program can provide value to seniors in the ftiture. 

Conclusion 

Thank you for the opportunity to speak to the Committee today . I hope that this 
information has been valuable and I would be happy to prov idc any additional information for 
the Committee as you consider alternatives to the sustainable growth rate fomtula. 
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Chairman MERGER. Thank you, Dr. Jenrette. I want to thank 
each of our panelists for your testimony. 

My first question is for the entire panel. The efforts of each of 
your organizations to use the evidence as to what works to develop 
and disseminate quality standards that physicians can put into 
practice is commendable. 
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Do you believe that it is appropriate to incorporate quality and 
efficiency into the Medicare payment system if physicians play an 
integral role in determining the metrics and the process? 

Dr. Riddles. 

Dr. RIDDLES. Yes, sir, I certainly do. That is the only way that 
we are going to be able to incent and work towards value, that the 
whole system has to move that way. 

As we talked about initially, coming up with common data ele- 
ments, common information, and a way to process that and tie that 
together, as my colleagues here have mentioned, is critical, so that 
it is going to be seen at not only the local and regional but national 
level so we can understand the patients and how best to apply the 
medical knowledge that we have in the way of evidence based 
things to help that out. Yes, sir. 

Dr. BRONSON. Again, yes, sir, I agree with Dr. Riddles, but 
would add the importance of physician leadership and the leader- 
ship of the professional organizations in helping the penetration of 
these ideas out to the medical community in an effective manner. 

Chairman MERGER. Thank you. 

Dr. WEINSTEIN. As well, certainly agree. The AGA has worked 
closely with NQF and the other AQA in developing scientifically 
based, evidence based guidelines. I think it certainly helps with 
physician acceptance of guidelines, and physician acceptance of 
measures to control costs and improve quality are far more accept- 
ed when they are developed by their colleagues and peers using a 
process that involves evidence based medicine. 

Chairman MERGER. Thank you. 

Dr. MANDELL. Mr. Chairman, the answer is definitely yes. In 
addition to clinical practice guidelines, we do not have a lot of in- 
formation and it is certainly very important sometimes in very ex- 
pensive areas, so we are also developing appropriate use criteria 
for that. They take the data that is there and then combine that 
with what is called an “expert opinion” to come up with the best 
available recommendations, and that would go a long way towards 
increasing value as well. 

Chairman MERGER. Thank you. 

Mr. SMARP. I would simply echo the “yes” with all of these folks 
for the same reasons. I think it needs to be physician led. 

Dr. JENRETTE. It sounds like you have consensus here, as I 
would also support and as I have mentioned, I think physicians 
when they have an opportunity to weigh in on the data, on the 
guidelines, and have input, you will get the buy in that we are all 
looking for and move us in the right direction. 

Chairman MERGER. Thank you. Dr. Mandell, your organization 
supports tier payments so that physicians who provide higher qual- 
ity care receive higher payments. 

Do you believe the evidence and methods exist to make deter- 
minations that condition payments on outcomes? 

Dr. MANDELL. In certain areas, there is a lot of good evidence 
to that, to support that concept. As I mentioned a minute ago, in 
areas where we do not have high quality evidence to provide clin- 
ical practice guidelines, the use of appropriate use criteria could be 
used for the tiering process, and basically as I am sure you under- 
stand, the tiering process would say for example, if you did not re- 
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port to the registry, if you did not follow the appropriate use cri- 
teria for whatever reason, you get paid at a certain level. If you do 
support and utilize these things, you get paid at a higher level. 

There may be reasons why individual physicians would not want 
to do that at first. I would suspect that over time everybody would 
follow all the guidelines and go to the higher payment level. 

Chairman MERGER. Thank you. Dr. Weinstein, your organiza- 
tion generally supports incorporating quality and outcomes into the 
Medicare payment system. To that end, you have developed robust 
quality measures. 

Should these measures differentiate among physicians based on 
their geographical location? 

Dr. WEINSTEIN. I think at the beginning of the development of 
guidelines, the issues that we are tackling are relatively universal 
and do not really depend upon the geography. 

If you get deeper into nuances, that might change, but I think 
in general, the quality guidelines that are established should be ap- 
plied throughout all areas, rural, urban, whatever. 

To that end, development of a registry allows small groups and 
large groups to participate with any web access, either entering in- 
formation in manually or through electronic data interchanges. 

We do not really see any difference in the geography, particularly 
if the guidelines are developed with input from a wide range of 
physicians. 

Chairman MERGER. Thank you. Mr. Stark is recognized for five 
minutes. 

Mr. STARK. Thank you, Mr. Chairman. I thank the panel for 
participating with us today. 

Dr. Bronson, you mentioned medical home, and I think that is 
an interesting concept that people are talking about. What I am 
wondering, I am aware that the thoracic surgeons over the past 
five or ten years have collected information on virtually every tho- 
racic surgical procedure done by the members of that organization. 

It has resulted in a best practices recommendation generated by 
the specialty so that if somebody has to have a heart transplant or 
something else, they can look up and see what all their colleagues 
feel are the best practices. 

Do any of you represent a specialty that does a similar collection 
of data? 

Dr. MANDELL. We are talking about the joint registry, and in 
that sense, we are collecting data for total joint replacements. 

Mr. STARK. We think it would be a good idea that every physi- 
cian be required to keep electronic medical records. Arguably, they 
will have to be reimbursed for the cost of the equipment, program- 
ming and learning. 

New medical students will not have that problem. It will be 
taught to them. 

We would then probably end up hopefully with a program like 
VISTA, which I think is universally acclaimed as the finest existing 
medical record program in the country. 

It is astounding to me, and we are trying. Dr. Riddles, to see if 
we can straighten this out, but VISTA cannot talk to the Depart- 
ment of Defense. You go figure. If you are on active duty, you can- 
not get the information, but as soon as you retire, it is plugged in. 
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Maybe that is just bureaucracy that does not want to do it. It 
does not make any sense at least to me that these records cannot 
be incorporated, and further, that any of us ending up in an emer- 
gency room 1,000 miles from home, if we have our password or 
some way of identifying ourselves, it would seem to me it would be 
valuable in terms of outcome and costs for the emergency room 
people to punch in and get medical records as we get in VISTA. 

Is there anybody who thinks we should not have a system like 
that? 

Dr. RIDDLES. If I could offer just a comment, sir. I think you 
are spot on, there is nothing magic with electronic things, and that 
would really disappoint my children, but there is not. 

The big piece is how you use it. It is a tool. If it is not inter- 
connected and it is not integrated, it is not of any value to you. 
That is again part of what we and I think all the members here 
have been saying, we have to have the registers, we have to have 
the common databases, so we have the ability to use it. It is huge 
when you have that capability. 

Mr. STARK. We are the only industrialization in the world that 
does not have it, I might add. I look to Canada, for instance, and 
let’s use pharmaceuticals. That is pretty easy. Aspirin is aspirin. 
Tylenol is Tylenol. You do not get into a question of professional 
differences. 

Would it not be helpful, it certainly would to me when I go to 
see my ortho whether I get a needle in the back or Tylenol, I know 
what I want, but it would be helpful to see what the results were 
without regard to cost and without cost to recommendation, but to 
see what happens to a group of people with problems or any other 
specialties that you all may represent. I just hope we can get there. 

Dr. Weinstein. 

Dr. WEINSTEIN. I will make a point. We practice different med- 
icine. The way we record data, the efficiency of our medical records 
obviously very much depends on what specialty we are in, the 
amount of information we want to record. 

The important thing that would help us is the glue that allows 
all of our systems to talk to each other. That is where the stand- 
ards have not been set and should be part of 

Mr. STARK. It is one of the areas that some of you, more than 
just a couple of you is out of medical school, are going to have to 
re-learn. ffids in medical school will learn it. That will be the in- 
convenience. You are going to have to figure out if there is an uni- 
versal system how to enter my weight and blood pressure, what 
line you put it on, a pain in the sacroiliac, but a pain. 

Eventually, it would seem to me, and I think in less than ten 
years, we will have those records for you all to use at your conven- 
ience. 

I appreciate the interest that many of you have in that field and 
letting us know about anything we can do to promote that. 

Thank you, Mr. Chairman. 

Chairman MERGER. Mr. Johnson is recognized. 

Mr. JOHNSON. Thank you, Mr. Chairman. Drs. Riddles, 
Bronson, Weinstein and Mandell, although we have discussed the 
fact that reforming the current payment system cannot be an one 
size fits all endeavor, we still have to ensure that reform payment 
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systems work in various physician’s practice arrangements and in 
geographic regions. 

It seems to me there are a lot of differences just among you guys, 
notwithstanding all over the country. 

What are your organizations doing to support small practices in- 
cluding those in rural areas? 

Dr. BRONSON. The College is very active in working to support 
small practices. Almost 50 percent of our members practice in 
small practices. We have developed programs to help small prac- 
tices become patient centered medical homes, to go through that 
process, and the tools and other products to help them with the HR 
choice and utilization. 

We have a wide variety of educational programs to help staffs get 
better at supporting the practices. 

Mr. JOHNSON. Have you seen any improvement? I know a cou- 
ple of doc’s in our area that do not want to use the system. They 
would rather use handwritten records. 

Dr. BRONSON. Certainly, there is a generation of physicians 
that will probably — I am probably one of them — I have been using 
electronic medical records for ten years. I learned how to do it. 

As Congressman Stark mentioned, the younger generation will 
be using electronic medical records. We have to prepare for the 
transition over that time and increasingly practices will become 
electronic, and the electronic systems will become more user friend- 
ly as well. 

Dr. WEINSTEIN. I would add one of the main reasons that our 
group got together, 56 physicians, was the cost of information tech- 
nology, to be able to share the cost of the start up of information 
technology. That is a hindrance for a small group. 

The high tech stimulus money may be fine for a group of 56, but 
it does not work for a group of two or three. The cost certainly of 
implementing IT far surpassed the stimulus dollars for small 
groups. 

Mr. JOHNSON. I have seen it not work in hospital systems ei- 
ther. Right in our area, Methodist and Baylor do not talk to each 
other. Their machines do not talk to each other. They have dif- 
ferent systems. 

Dr. WEINSTEIN. That is the standards I was talking about, the 
standards that allow different systems to talk. Where there are no 
standards, then systems are not required to 

Mr. JOHNSON. Are you saying the United States Government 
ought to demand that they all have the same standards? 

Dr. WEINSTEIN. That the communication standards between in- 
formation systems should be defined by the United States Govern- 
ment so any provider of IT services, be it a hospital, office or what- 
ever, have to be required to have the standard to talk to each 
other. If they cannot talk to each other, they should not receive cer- 
tification. 

Mr. JOHNSON. You like Government control of your practice? 

Dr. WEINSTEIN. I did not say Government control. I said 

Mr. JOHNSON. That is what it is if we advance something like 
that. 

Dr. WEINSTEIN. I do not want to argue. We all submit claims 
the same way. The way we submit claims to Medicare has been de- 
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fined by CMS. The only way we can all submit claims to one entity 
is if somebody defines the way the data is transmitted. 

Mr. JOHNSON. Dr. Mandell. 

Dr. MANDELL. I just wanted to point out that the market so far 
has sort of decided what the basic electronic medical record was 
going to look like, and because there are not too many orthopaedic 
surgeons, I mentioned 18,000, a little more than that, to practice, 
the systems out there now are not very friendly to what we do. 

We do not take blood pressures very often. We do not check for 
blood glucose and things like that, which are some of the things 
that may he required. 

Standards would he a nice idea but hopefully when they are de- 
veloped, they should be developed, they will take into account the 
input of all the specialty societies as well, and to that end, we have 
our own committee at the American Academy of Orthopaedic Sur- 
geons that has been working with the regulators to try to get them 
to understand all this. 

Mr. JOHNSON. You guys are making a lot of progress. You still 
going to use Titanium in knees and hips? 

Dr. MANDELL. When it is appropriate, yes, sir. 

Mr. JOHNSON. I have a couple. Thank you. Dr. Weinstein and 
Dr. Mandell, it is encouraging that both your groups recognize the 
need to address all types of practices in developing your clinical 
registries. 

Given the value of such data and quality improvement and per- 
formance, how can we incentivize more physicians to participate in 
these efforts? 

Dr. WEINSTEIN. I think as we talk about reforming the pay- 
ment system, basing payment on larger and larger amounts of the 
payment on participating in quality measures and achieving levels 
of value and quality, we will get more and more people to partici- 
pate. 

Dr. MANDELL. I mentioned earlier the tier payment model, 
which is one of the possibilities here, requiring folks to do that, to 
report to registries in order to get the higher levels would be appro- 
priate. 

I think as time goes on, as some of these websites that rate doc- 
tors in the Internet now become more popular, patients will ask 
their doctors, are you reporting your results to the registry, can I 
see those results, all that sort of thing. It is just going to be what 
the market wants. 

Mr. JOHNSON. Thank you, sir. Thank you, Mr. Chairman. 

Chairman HERGER. Mr. Pascrell is recognized. 

Mr. PASCRELL. Thank you, Mr. Chairman. We talk about re- 
warding physicians who deliver high quality care. The health care 
reform bill is already actually testing new payment and delivery 
systems. I think each of you are aware of that. 

I have said many times health care reform is entitlement reform, 
and it will help us to transform the health care system. 

Today we are here to specifically focus on physician led quality 
initiatives. 

My first question is to you. Dr. Mandell. Many of you may know 
that in the last Congress we introduced legislation to create a na- 
tional knee and hip registry. The intention of the legislation was 
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not only to focus on improving patient outcomes, but to address 
issues within the industry itself 

In 2007, five of the nation’s biggest makers of artificial hips and 
knees agreed to pay $311 million in penalties to settle Federal ac- 
cusations that they used so-called “consulting agreements,” better 
known as “bribery,” and other tactics to get surgeons to use their 
products, regardless of their effectiveness. 

It was part of a deferred agreement with the U.S. Attorneys, not 
unlike the deferred prosecution agreements with the Wall Street 
folks, Enron, and all those people, AIG. Nobody ever brought to 
trial. No charges ever made. The cost of doing business, the penalty 
they paid. That is it. 

Let me be clear. These five companies make a majority of the ar- 
tificial hips and limbs here in America. Obviously, when a majority 
industry is accused of wrong doing, we need to hold that industry 
accountable. 

Right, Mr. Chairman? 

Dr. Mandell, I understand that the American Academy of 
Orthopaedic Surgeons is currently launching a joint replacement 
registry to promote patient safety and hold the industry account- 
able. 

Originally, the goal of your organization was to recruit 90 per- 
cent of all the hospitals conducting knee and hip implant proce- 
dures to participate in the registry by the end of 2015, if I am not 
mistaken. 

Dr. Mandell, can you speak to the development of the registry, 
tell me if it is on track to meet its current registration goals, and 
then can you expand on the importance of registries for our health 
outcomes that most of you talked about today? 

Dr. MANDELL. Let me take the second part first. It is very im- 
portant for health care outcomes to have registries. The rest of the 
industrialized world has such registries. They have proven very 
useful in finding products that were not working as well as origi- 
nally designed or hoped. 

We have been a little bit slow in this country to get on that band 
wagon. It took us something like ten years to get to the point 
where we are now with the American Joint Replacement Registry. 

We have gotten the infrastructure in place. We have gotten some 
hospitals signed up. I am not on the Board of the AJR, so I do not 
know exactly what their projections were as to when they would 
get to 90 percent of the hospitals. I am sure eventually they would 
like to get 100 percent of the hospitals. 

We are working towards that. We have not detected any prob- 
lems, if that is one of the questions you are asking so far with the 
products that have been registered. 

We had some difficulty getting some hospitals to put some of the 
data in, things as simple as laterality. You might ask why it mat- 
ters whether it is a left total hip replacement or right total hip re- 
placement that is done. 

And the answer is, when you look at the data, that a second sur- 
gery has been done. If it is done on the same hip that the first sur- 
gery was on, that is a completely different issue than if it was done 
on the opposite hip, obviously. Folks often have bilateral hip re- 
placements. 



97 


So little things like that that you think would be fairly easy to 
enter in the data bank are proving somewhat difficult. We also had 
a problem with getting folks to agree on bar coding of various de- 
vices so that it could be scanned into the electronic records. 

For reasons that I do not understand, the folks here in D.C. who 
were supposed to come up with those guidelines for using the bar 
codes had a lot of trouble doing it. I think they just recently came 
out with at least some proposals along those lines, so that is going 
to help out a lot as well. 

So we are working hard. We may be a little bit behind in achiev- 
ing our goals. But we believe we can get there. 

Mr. PASCRELL. Thank you, Mr. Chairman. 

Chairman MERGER. Thank you. 

Mr. Reichert is recognized. 

Mr. REICHERT. Thank you, Mr. Chairman. 

I have heard a lot of phrases and words used — physician-led, pa- 
tient-centered, quality care, streamlined, values-based, perform- 
ance-based, performance measures. All of these things, I think, ev- 
eryone on the committee agrees with, and everyone on the panel. 
This should be easy. It is certainly not. 

I have only been on this Committee four years, and we have been 
talking about this, and I know you have been involved and engaged 
in this in your entire career, most likely. These are things that the 
patients out there — all of us at some time or another are a pa- 
tient — understand, grab onto, all agree with, and want to hear the 
discussion on. But the devil is in t^he details, as they always say. 

So from the world I come from, trying to evaluate — I was a police 
officer for 33 years; trying to evaluate cops is like trying to evalu- 
ate doctors and teachers — when you are dealing with people, it is 
not widgets and medical devices and those sorts of things. I hear 
you saying that. Hard to put performance measures on cops. But 
some of the things that we would look at is kids going back to 
school. Are they staying in school? Are the streets clean? Graffiti? 
You know, those sorts of things. 

And Dr. Weinstein, in your testimony you mentioned that physi- 
cians are more comfortable being measured on things they know 
are important to their patients. And you mentioned that your orga- 
nization is developing a quality measure set that currently includes 
24 measures. 

Would it be beneficial for Medicare and other payors, if they use 
this uniform set of measures established by the professionals pro- 
viding the care, would they include some of those hard-to-grab-onto 
sort of things that I described in other worlds when you are trying 
to evaluate people working with people? 

Dr. WEINSTEIN. The AGA’s measures that we have worked on, 
the guidelines that we have worked on, have tended to be in those 
areas where there are large amounts of scientific data and agree- 
ment about what is best practices. Obviously, we cannot tackle ev- 
erything. But if you look at where most of the dollars are spent, 
we can define in colorectal cancer care within inflammatory bowel 
disease those high-dollar, high-volume areas where there is a suffi- 
cient amount of scientific data and agreement amongst everybody 
as to what would be best practices and what would be a good out- 
come. 
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I can get you other information about the other measures we are 
developing. 

Mr. REICHERT. So is your answer yes? Would it be beneficial 
to Medicare? 

Dr. WEINSTEIN. I think it would be very beneficial to Medicare, 
yes. 

Mr. REICHERT. Thank you. Well, there are some terms that I 
have heard for the first time in this testimony, and one of them 
particularly caught my attention, by Dr. Mandell. It is a phrased 
you used, “appropriately risk-adjusted.” What does that really 
mean, appropriately risk-adjusted? I think that if you use your 
imagination a little bit, that can be sort of a scary thought in some 
minds of some patients. 

Dr. MANDELL. Well, patients come in all sizes and shapes and 
statuses of health. And the treatment is different for each of these 
groups. We talk about clinical practice guidelines based on high- 
quality evidence. To get the high-quality evidence, you have to con- 
trol for everything except a particular variable that you are looking 
at. 

So let’s say if you are studying hip replacements and comparing 
two different types, you want to know whether everybody is a 
smoker or is not a smoker; otherwise, that could be a variable. You 
want to know whether or not everybody has diabetes or does not 
have diabetes; that could be another variable. 

Mr. REICHERT. I think one of the things that sort of, maybe, 
is the kind of scary thought here is the older you get, how does that 
play into adjusting risk? 

Dr. MANDELL. Well, if you are on the mean, this big bell- 
shaped curve that most biological systems, including human 
beings, usually fit on, we take that into account when we develop 
our processes in the first place. If you are out at the tail ends of 
the bell-shaped curve, at the margin, so to speak, that is where we 
get into trouble in terms of trying to cost out, let’s say, and re- 
source out how we can treat those folks. 

If you are old and you have heart disease and you have cancer, 
it is a different surgical procedure than if you are just old, things 
of that sort. So trying to risk-adjust for all of this is an important 
thing to do if you are going to give a certain amount of money for 
a certain procedure. 

Dr. WEINSTEIN. I will make a point that the danger in not risk- 
adjusting is the feeling that if you pay the same amount for every 
patient, there will be cherry-picking. Why would a physician want 
to take care of a patient who is more sick when he can get paid 
the same amount for taking care of a patient who is less sick? So 
the need for some sort of risk adjustment has to be down to the 
individual basis. 

Mr. REICHERT. Thank you, Mr. Chairman. 

Chairman HERGER. Thank you. 

Mr. Gerlach is recognized. 

Mr. GERLACH. Thank you, Mr. Chairman. 

Dr. Riddles, in your written testimony, page 8, under the cat- 
egory of innovative approaches to dealing with these issues, you 
state that the payment system should take innovative practice 
strategies into account and encourage physicians and health care 
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organizations to implement new processes and procedures that cre- 
ate cost savings while simultaneously improving quality and keep- 
ing patients safe. 

One of the things that the Government Accounting Office, GAO, 
put forward about a year ago was that in the Medicare program, 
which is about, what, $540 billion a year in expenditure, in that 
year of 2010 there were $48 billion of improper patients in the sys- 
tem. 

Could be erroneous and mistaken payments. Could be phantom 
billing. Could be identity theft of UPIN numbers for physicians and 
Social Security numbers of patients. Could be fraudulent durable 
medical equipment billing, et cetera, et cetera. But 48 billion, al- 
most 50 billion a year, in improper payments times 10 is 500, half 
a trillion dollars, over a 10-year period, money that could obviously 
be used for much better purposes, including dealing with physician 
reimbursements . 

So my question to you, as representatives of different physicians’ 
groups, have you thought about other approaches from a techno- 
logical standpoint to deal effectively with phantom billing, identity 
theft of physicians and patients? And in particular, have you 
thought about utilizing what in the Department of Defense they 
are using, a common access card, a smart card, that from a techno- 
logical standpoint better identifies the provider and the user or the 
purchaser of a certain kind of service to cut down on these kinds 
of fraudulent or improper patients within the system? 

Are you, individually or collectively, looking specifically at tech- 
nologies that can help do that so that, in turn, the savings gen- 
erated from that can certainly be utilized to make sure physicians 
get the kind of reimbursements they deserve to care for our Medi- 
care seniors? 

So I will start with Dr. Riddles, but would then like to have any 
of the other gentlemen provide input as well on that question. 

Dr. RIDDLES. Sir, the simple answer is yes. And that all lies in 
innovation. We have to come up with things that we do not do 
today that are possible and apply those to the system because, as 
you quite rightly point out, there is a lot of opportunity to save cost 
and expense here. 

So those type of things is what we are talking about, to support 
innovation, doing things differently, not just doing a little more or 
a little less of what we are doing now. We have to considerably 
change it, whether it be smart cards or it could be something DNA- 
based identification. 

I think we have talked a little bit here about the need for infor- 
mation management systems that not only exist in individual little 
islands, if you will, but are tied together so that you see that if 
somebody billed for a certain procedure, that that patient was in 
fact seen at that location and those diagnoses matched — so that 
yes, sir, the answer is yes. 

Mr. GERLACH. Okay. Great. Any other gentlemen on that ques- 
tion? Nobody? 

Dr. BRONSON. I would answer. We are very supportive of using 
innovation to make sure that payments are appropriate and pay- 
ments are fair and payments are actually honest. And we have no 



100 


disagreement with that. We do not have a robust program to get 
there, but we would be supportive of looking at that. 

Mr. GERLACH. Okay. Thank you. 

Sir? 

Dr. MANDELL. Yes. I do not think we have thought about this 
very much. It sounds like a very interesting idea. I think if we did 
consider this concept, it was probably in the context of electronic 
medical records, with the thought that having everything in the 
system, so to speak, would make it easier to tell who was doing 
what. 

Mr. GERLACH. Well, right now, as you know, we have a pay- 
and-chase kind of system. A payment is made, a reimbursement is 
made, and then go back and chase after that payment if CMS de- 
cides that somehow it was improperly issued. 

Whereas you can, through a smart card or common access card 
system, prevent that kind of thing very significantly by verifying 
the appropriateness of that physician providing the care up front 
through a biometric component to a card as well as the proper 
identification of the senior through that access card, particularly 
where the senior does not have his or her Social Security number 
on the card, which is then subject to identity theft, which then 
complicates and creates all sorts of problems, too. 

So it is technology being used in many other places around the 
world, including even here in the United States with the Depart- 
ment of Defense. And yet we cannot seem to take what is out there 
from a technological standpoint and employ it in a very realistic 
way to cut down on very significant loss of expenditures in the pro- 
gram. 

Anybody else on the point? 

[No response.] 

Mr. GERLACH. If not, thank you very much, Mr. Chairman. 

Chairman HERGER. Thank you. 

Mr. Kind is recognized for five minutes. 

Mr. KIND. Thank you, Mr. Chairman. And I want to thank our 
panelists for your testimony here today. I really think this is the 
Holy Grail of what we need to be focused on when it comes to 
health care reform and how successful we ultimately are in reform- 
ing the system that has been in desperate need. So we appreciate 
your insight and help with this matter. I think it is going to re- 
quire a true partnership to make this work well. 

I, along with Senators Klobuchar and Cantwell, got included 
under the Affordable Care Act the value-based payment modifier 
that many of you may be aware of It is going to start being imple- 
mented in 2015 for physician payments, fully implemented in 2017. 
CMS came out with a proposed rule in early July of this year. 

So any ideas or thoughts or concerns that you might have or your 
membership might have in regards to that value payment modifier, 
my office will certainly be interested in hearing back from you. We 
do not have to get into it in any detail today. But it is out there, 
and it is happening, and it is going to have an effect as far as driv- 
ing to a more value-based reimbursement system. 

Obviously, the Institute of Medicine, the National Academy, 
again under the Affordable Care Act, has been tasked to change 
the fee-for-service system in Medicare to a fee-for-value payment 



101 


system. This is meant to build upon the seminal work that they 
did, especially in 2004 and 2005, on how best to do that. 

But they are being asked this time to produce an actionable plan 
of what that would look like. So I would certainly encourage your 
groups, too, to be in touch with the Institute of Medicine panel. It 
is a very distinguished panel that has been comprised to do this, 
to give them some feedback. And I know some of you have already. 

But I think there are three great revolutions happening in health 
care reform that need to be sustained and that momentum carried 
forward. One is the build-out of the HIT system that many of you 
have talked about to increase the efficiency of care, reduce medical 
errors, and, most importantly, start collecting the data that our 
doctors and patients need to make good decisions with. 

Secondly, the transformation on how health care is delivered, so 
it is more integrated, coordinated, patient-centered. I have got mod- 
els of care in my back yard in Wisconsin that are showing the way, 
from the Mayo system to Gunderson to Marshfield to Aurora to 
Theta Care. I mean, you go right through the list throughout the 
Upper Midwest, and they have shown very good models that do 
work. 

And then finally is the payment reform so we are rewarding good 
value, quality care. And what I want to ask you today, and anyone 
can take this up, and I want you to think about it for a second, 
is we are asking your members to do more, get better results, but 
for a lower cost. Can we do that without jeopardizing the com- 
pensation system that physicians are receiving today? That is going 
to be my question. 

But I also want to share a story with you because I spoke to a 
CEO of one of my major health care providers back home who in- 
vested in the Epic system, software system, a couple of years ago, 
the HIT system. And when he did, he was warned at the time by 
Judy Faulkner, the owner of Epic, that what will probably happen 
is you are going to end up ordering less tests, doing less imaging, 
less scanning, as a result of implementing this system. 

Two years later, I asked him what he found out. And he said, 
she was exactly right. We are doing less. We are not ordering as 
many scans. We are not ordering as much imaging as we did in the 
past. But that is affecting our bottom line because the incentives 
are not created to reward those types of decision-making to get bet- 
ter results; in fact, you are penalized by doing less. 

And I asked him, well, what are you going to do as a con- 
sequence? He says, we are going to continue to do the right thing. 
I mean, if the data does not show that we should be doing certain 
things or ordering certain scans or imaging, we are not going to do 
it, even though it is affecting the line. 

And I guess that is what you guys are all testifying about today 
is can we ask you to produce better results, good quality outcomes, 
and save money in the process, but without it jeopardizing the com- 
pensation system and therefore the incentives that exist in the sys- 
tem today? 

Dr. JENRETTE. I really appreciate your comments about both 
the HIT and the care coordination because I think that really is the 
key effort or direction in order to preserve, as you say, the com- 
pensation but do the right thing at the right time. 
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And so there are going to be winners and losers as we control 
costs. But many of the costly elements — and hospitals are one of 
those areas of high cost; some of the use of technology, and you 
have already mentioned now we are using them more appropriately 
in the right setting for the right patient, are really the direction 
we need to go. 

The coordination of care, as you are referring to the ability to 
keep patients from being admitted in the first place or readmitted 
to the hospital — in our organizations in California, our bed-day per- 
formance is half of what it is in the hospital as compared to the 
rest of the country because of the efforts that are being made to 
manage the patients at home, to coordinate services with case man- 
agement, pharmaceutical, medication reconciliation at discharge, 
those things that create the readmission and the cost of care. 

Our physicians being under a global payment system actually see 
better reimbursement than they do on their fee-for-service because 
they are able to use that money correctly and wisely to create the 
programs that are really necessary to really make a difference to 
the patients’ lives and the amount of dollars that we spend. So yes, 
I believe it can be done. 

Mr. KIND. Mr. Chairman, I see we have run out of time. So if 
anyone else wants to, they can do it outside of this hearing, I 
guess. Thank you. 

Chairman MERGER. Anyone else that would like to respond by 
letter, we would appreciate it. The gentleman’s time is expired. 

Dr. Price is recognized for five minutes. 

Mr. PRICE. Thank you, Mr. Chairman. And I want to thank you 
for holding this hearing on this remarkably important issue that, 
when you get right down to it, is all about patients. And sometimes 
we lose sight of that. This is about individual patients and the care 
that they receive. 

For at least five of the six of you, I understand that we make 
your job more difficult here in Washington in caring for patients. 
And for that, I think we all ought to take note and try to figure 
out a system that allows patients and families and physicians to 
be making medical decisions and not well-intentioned, wonderful 
people here in this town who cannot know the individual aspects 
of one patient’s care. It is impossible. 

That is what risk adjustment is all about. We try to figure out 
how one patient is different than another, even with the same diag- 
nosis. For example. Dr. Mandell, a 65-year-old woman who is out 
playing tennis falls and breaks her hip is different, is she not, in 
terms of the treatment that she requires from an individual in your 
specialty than the 85-year-old gentleman who is bedridden who 
rolls over and breaks his hip. Yet the code is exactly the same, is 
it not? 

Dr. MANDELL. That is correct. 

Mr. PRICE. And so how do we get to the recognition under a 
payment system that recognizes those two different patients with 
exactly the same diagnosis? 

Dr. MANDELL. Well, there are a number of different options, as 
you know. Congressman Price. My thought, off the top of my head 
here, would be to have some additional codes to document the fact 
that the 85-year-old had advanced osteoporosis and perhaps other 
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diagnoses which qualified for additional resources in order to treat 
all the other conditions that would be concomitant to treating his 
or her hip fracture. 

Mr. PRICE. Would you not agree that the quality that we talk 
about for those two individuals, the quality result, are two different 
things, are they not? 

Dr. MANDELL. Yes. You are not going to get the 85-year-old to 
perform like a 65-year-old any more, especially after a fractured 
hip. That is true. 

Mr. PRICE. And so the quality definition that we seek — people 
have tossed around this value equals quality over cost equation all 
the time — the quality that we seek is defined by a patient. Right? 

Dr. MANDELL. Yes. 

Mr. PRICE. So if it is defined by the patient, then who ought to 
be in charge of the system that we are talking about? 

Dr. MANDELL. Well, doctors should be in charge, in our opinion. 

Mr. PRICE. How about patients? 

Dr. MANDELL. In conjunction with patients. Patients do not al- 
ways have all the information available, and doctors are the best 
folks to give them that information to make appropriate decisions 
for their particular case. 

Mr. PRICE. As a patient advocate. Which leads me to the other 
words that have been put forward here by physician-led physician 
input, physician advice. If physicians, as the patient advocates, 
have input advice led but do not have the veto authority over what 
is right for that given patient, is that a system that we desire? 

Dr. MANDELL. It is not a perfect system by any stretch of the 
imagination. The question really is, can we afford to have each in- 
dividual person get maximum treatment all the time? If Ford want- 
ed to build an automobile that never broke down for 20 years, they 
could probably do that, but it would probably cost about half a mil- 
lion dollars to do that. 

They can build 99.9 percent of cars for what they sell them for. 
But to get to that last little bit, as you know, it is very, very expen- 
sive. So that is a decision that Congress needs to make as to 
whether or not we can afford to do it for every individual person. 

Mr. PRICE. I would suggest it is a decision the patients need to 
make. 

But Dr. Riddles, you had a comment? 

Dr. RIDDLES. Yes, sir. I think we have talked a lot about evi- 
dence-based and how we come to those, and that is very, very im- 
portant. But also, it is a resource base, too, which is a little bit dif- 
ferent discussion. 

And that is why we talked about building, if you will, a new, if 
you will, group that has in it not only the health care providers, 
but then leaders in other fields — the payors, political — and also to 
have the patients in that. Because when it comes down to it, when 
you are at an individual level, the physicians will advocate for the 
patient, as they should. 

But again, looking at what is right, it is a needs versus wants 
discussion at a certain point, and you need to have the perspective 
of all the stakeholders in that discussion. And I think that may be 
where we might want to be going. 
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Mr. PRICE. Dr. Weinstein, you talked about having guidelines 
for those things for which there is general agreement, from a risk- 
based statement and from an outcome standpoint. And I see my 
time has expired. But I think that it is important for people to re- 
spond and recognize that there is a lot of medicine for which there 
is not a lot of agreement. And those decisions then have to be 
based upon patients and families and doctors making decisions and 
not wonderful people in grand white buildings in this town. 

Dr. WEINSTEIN. I think the only point I will add is that the de- 
cision should be between the patient and the physician, given the 
amount of information, the scientific literature. How much a pa- 
tient wants should be up to the patient. 

But I think the question here is, who is going to pay for it? What 
is the basic level of care that we can afford to buy? What can that 
patient afford to buy? What can we afford for entitlement in Medi- 
care? 

So the decision is between the doctor and the patient. But I think 
we have to decide what we can afford. 

Mr. PRICE. Thank you. 

Mr. JOHNSON. [Presiding.] The gentleman’s time has expired. 

Mr. PRICE. Thank you, Mr. Chairman. 

Mr. JOHNSON. Dr. McDermott, you are recognized. 

Mr. MCDERMOTT. Thank you, Mr. Chairman. 

Taking off on that last business about who makes the decision, 
I would like to do a pop quiz because you are all reasonable people. 
You are all smart. You think. You plan. You are used to dealing 
with problems. How many of you have filled out your final direc- 
tives and discussed them with your family? 

[All witnesses raise their hand.] 

Mr. MCDERMOTT. Not bad. Now, how much time do you spend 
in your practice working with patients doing their final directives? 
I raise this because you know and I know everybody is going to die. 
I mean. Woody Allen said it: Nobody gets out of life alive. 

So we are all going to die. And yet those last six months, we 
spend the most amount of money, and the most amount of money 
that is of no useful purpose, because the patient is in the last days 
and for reasons of medical malpractice and families’ disagreement 
and whatever, care goes on. 

And I would like to hear how many, or rather, you in your prac- 
tice — I have a medical home. There is a doctor who has my direc- 
tives, and I discuss with him everything. But how many of you 
have talked with patients about final directives? Is it any part of 
your practice at all? 

Dr. JENRETTE. I will begin. And my specialty area happened to 
be geriatrics, so I actually spent a significant amount of time talk- 
ing about end-of-life services for the family and for the patient. And 
I would agree it is a role as patient advocate and trying to give 
them the best information that you can so that they and the family 
understand what the quality of life will be, depending upon the 
treatment that we offer. So I have had years of experience in doing 
that. 

Within our organizations, we actually have metrics that we 
measure, and we actually have a goal of what patients have their 
final directives completed and are they on all charts. And we look 
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at those, and we audit for those, because we think it is such an im- 
portant piece of how we treat patients and in their care for the fu- 
ture. 

So I believe you are right on target, and I think it is one of the 
most important things we could do. In fact, if we were able to focus 
there and really not take into account and not deliver the unneces- 
sary services, as you talk about, at the end of life, I am not sure 
we would need to have so many of the conversations about which 
hip we might use here or what procedure we might do there be- 
cause most of the dollars are going in end-of-life care when it is un- 
necessary. 

Mr. MCDERMOTT. One of the problems that we ran into in the 
Affordable Care Act, we put some money in so that doctors could 
be reimbursed to discuss end-of-life questions with patients and 
would be paid for it. And it became a lightning rod for an awful 
lot of misinformation, I think would be the nicest way to put it. 

Do you force your patients to sit down and write their final direc- 
tives? 

Dr. JENRETTE. It is not a forced issue. It is 

Mr. MCDERMOTT. No. It is not a forced issue. 

Dr. JENRETTE. Not forced. 

Mr. MCDERMOTT. It is not forced by the government? 

Dr. JENRETTE. No. 

Mr. MCDERMOTT. So how do you bring it up with patients in 
a way that makes some sense? 

Dr. JENRETTE. Well, it is part of, medically, what you are doing 
as you are going through history, as you are looking at outcomes 
and what kinds of either prevention or chronic care or what are we 
managing here together. It is a conversation that becomes part of 
the regular dialogue and can be with any patient. It does not mat- 
ter what age group it is. 

I mean, to have that conversation, if something catastrophic hap- 
pened, if you found yourself in this situation, we need to have a 
discussion about what your wishes would be. 

Mr. MCDERMOTT. One of the things we did here in this Com- 
mittee, and it frustrated me then and it still frustrates me, Sandy 
Levin and I put an amendment into a bill in 1990, I believe it was, 
that would require Medicare to give final directive information to 
patients when they gave them their beginning of Medicare. And 
then we went back a year later to find out how many had filled 
out those final directives. 

Now, this is a country where we do not like to talk about death. 
We will do anything to talk about something else besides death. 
And so it is not surprising that only 40 percent of the people in this 
country have wills; that is, they have decided how their whatever 
their wealth is is going to be distributed when they die. 

When we looked in further, we found that only 20 percent of the 
people who we had given these forms to had filled them out. And 
I am puzzled about how we, as a country, come to grips with this 
whole issue because my mother lived to 97 and my father lived to 
93, and my brothers and sister and I have been through the proc- 
ess on the patient’s side of the bed, try to figure out what we 
should do. 
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And my experience with it was, my father said — when we were 
doing with him, he said, “Well, I do not want them paddles. I have 
seen them things on TV, and I do not want that, that jumping on 
the hed.” So I went to the doctor who was his physician, and he 
said, “Well, you know, it is really a lot less traumatic to have that 
than it is to have some big old intern pressing on your ribs and 
breaking all your ribs.” So my father said, “Well, okay. If that is 
what you suggest, that is what we will do.” 

But those are not easy discussions to have. And I really think 
that that is one of the things that we, as a profession — I am a phy- 
sician. So we as a profession are going to have to come to grips 
with how we deal with this among our patients. Because a lot of 
the waste that we are talking about, the costs are going to come 
down. How we do that is going to have to be as humane as possible 
and with the patient as the center of it, in my view. 

Thank you, Mr. Chairman. 

Mr. JOHNSON. Thank you. The gentleman’s time has expired. 

Mr. Buchanan, you are recognized. 

Mr. BUCHANAN. Yes. Thank you, Mr. Chairman. And I also 
want to thank the committee for being here. I am excited we are 
talking about quality care. I am from Sarasota, Florida. In that re- 
gion, we got rated as the best community, middle-sized community, 
in the country for quality of living. 

But at the top of the list, best place to live and work, top of the 
list was quality health care. So it is obviously critical, what you 
guys do every day, and it makes a big difference. So I appreciate 
you being here. 

Let me mention, as someone new on the panel, I have been in 
business for 30-some years — I am all about everybody wants to be 
more efficient. But when we talk about quality and efficiency, look- 
ing at that fine line, as I think about it, meeting with a lot of doc- 
tor groups and a lot of doctors generally in our area, one cardiolo- 
gist told me, he said, “The last 20 years I am working twice as 
hard and get reimbursed half.” 

I get a sense with a lot of doctors that I hear this, where maybe 
they used to see 6 or 10 patients in an hour; now they are seeing 
12 to 15. They have got more staff. So where is that fine line? 

When you talk about quality health care that everybody wants — 
I do not think it is just about electronic health records; I think that 
helps us be more efficient — that fine line between that and effi- 
ciency, where does that come in? Because I hear from patients as 
well, where they are concerned, where the doctor is under pressure, 
they feel, has to get in and out and he has got 10 patients waiting. 

So I would just ask the panel, do you want to comment on that? 
Where is the fine line between doctors working harder, making 
less, in a sense — and I am not sticking up for doctors, but at the 
end of the day that is the key to health care, in my mind — where 
is that fine line between providing the quality we all talked about 
today and the efficiency — and usually it is with that doctor’s time — 
in terms of patients? Let’s start at the end here with Dr. Riddles. 

Dr. RIDDLES. Yes, sir. I agree completely. The issue is, the fine 
line is not where we sit down. And this is why we are talking about 
value-based and evidence-based, to learn where that fine line is 
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and then make sure that we line our reimbursement system up 
with that. 

I think part of the reason that physicians are seeing more, mov- 
ing faster, and so forth is again symptomatic of — we are reim- 
bursed for, again, for the most part, is numbers seen, procedures 
done, those type of things. And that is not necessarily where the 
best outcomes lie. 

So getting back to what we have done before is we need a system 
where we can see that, learn where it is, where the evidence exists, 
do that, and if not, then coming up with appropriate use criteria 
as we do learn more, sir. So that would be my sense. 

Mr. BUCHANAN. Dr. Bronson. 

Dr. BRONSON. I could not agree more with you. The current 
system of paying just for individual service at a time, and then 
with cut payments, leads to almost a mill mentality of pushing peo- 
ple through. That does not serve the patient well, it does not sat- 
isfy the doctor in their practice, and that is not the system we 
should have. 

The system we should have is to support comprehensive care in 
a way that provides that value. And that is what we are talking 
about with the patient-centered medical home concept. The concept 
really leads to better care coordination, a more comprehensive look 
at problems, and more prevention so that you are dealing with 
those issues early on instead of late. There are lots of opportunities 
to get better. 

Mr. BUCHANAN. Dr. Weinstein? And again, I want to get back 
to this idea. Do you sense that in practices where the doctor, when 
we talk about efficiency, maybe they used to, on average, spend 8 
minutes and now they are down to 3, is that where a lot of this 
efficiency is going? 

Dr. WEINSTEIN. Let me try and answer. 

Mr. BUCHANAN. That is what I hear. 

Dr. WEINSTEIN. Yes. And I think we can define quality. You 
know, we all want high quality, be that patient satisfaction, lower 
drug costs, less hospitalizations. And I think we can measure those 
things and we can report on those things. 

As businessmen, our job is to try and deliver that same level of 
quality with the right provider in the right location at the lowest 
cost. That means right-sizing our offices, maybe using physician ex- 
tenders for certain services that do not necessarily require the 
highest trained person in your business. 

But yet we have to maintain the quality, the patient satisfaction, 
the lower drug costs. And so if we can define what we want to 
measure and maintain that quality and then provide it through a 
business model that allows us to right-size the provider to the pa- 
tient’s need, then we can succeed. 

I think one of the things that frustrates us in business is the un- 
known about where the revenue is coming from, and that is the 
broken Medicare system. As we go from 6 months to 9 months to 
12 months not knowing what the revenue is going to be, if you are 
in business, I do not think you have that uncertainty. 

Mr. BUCHANAN. I cannot imagine what you have got to deal 
with, the SGR and everything. 



108 


Dr. Mandell, I want to give everybody an opportunity just to 
comment. 

Dr. MANDELL. Yes. What you talked about, obviously, is a 
symptom of fee-for-service medicine. And I can only talk about or- 
thopedic surgery. Mr. Kind was talking earlier about the fact that 
if we do have appropriate use criteria and clinical practice guide- 
lines, there will be less business, so to speak, down the line. 

We kind of look at it as the appropriate amount of business. And 
at least with regard to musculoskeletal problems, there is a tidal 
wave of Baby Boomers coming online with Medicare right now. So 
I think as we focus on doing things that really work and avoid 
doing things that do not work very well, at least for orthopedic sur- 
geons, there will be the right amount of folks and the right amount 
of procedures done, so it will not be a real issue for us. 

Mr. JOHNSON. Mr. Sharp. 

Mr. SHARP. Yes. I think you have hit an important point. We 
believe, as you look to try to find efficient ways to run practice, 
there is a lot to be said for and a lot of opportunity within the 
multi-specialty group model. 

You have got interdisciplinary teams of physicians, a lot of dif- 
ferent specialties meshed up with primary care. And there are in- 
herent efficiencies in the business side of the practice that can af- 
ford the physician, perhaps, more time to do more good with the 
patient. 

And so I think also, and Dr. Bronson hit on this in his oral state- 
ment, a lot about the patient-centered medical home. And that is 
a team-based approach using extenders and using nurse care coor- 
dinators that are managing the population health with a team- 
based approach, where the physician does not have to be the one 
doing everything. And those are things that we think can be a part 
of the solution. 

Mr. BUCHANAN. Doctor? 

Dr. JENRETTE. I think a lot has been said about, again, the pa- 
tient-centered medical home. But really, it is about the team-based 
approach, people working at what we call the top of their license. 
So the physician, rather than seeing 12 , 15, 20 patients and in- 
creasing what they are doing each day, it is using other extenders 
within the offices. It is becoming creative, new delivery models. It 
is about group appointments. It is around social networking for 
care. It is around using case manager support. It is around using 
pharmacists to help them with their medications. So it is not all 
on the physician’s desk. And so we needed teams, a multidisci- 
plinary approach to a different delivery system. 

Mr. BUCHANAN. Am I out of time? 

Mr. JOHNSON. You are out of time. 

Mr. BUCHANAN. Thank you. I want to thank the witnesses and 
thank the chairman. Thank you. 

Mr. JOHNSON. Yes, sir. 

I want to thank our witnesses for their testimony today. Your or- 
ganizations are doing promising work to improve the quality of pa- 
tient care, and this work is of great interest as we seek to reform 
Medicare physician payments. The fact that physician organiza- 
tions have developed so many innovative clinical improvement ac- 
tivities gives me increasing hope that Medicare can build on these 
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efforts and we can find the long-term solution that has been so elu- 
sive. 

I appreciate the physician leadership exemplified by our wit- 
nesses because this reform effort cannot succeed without active 
participation by the physician community. Together we must find 
a better way, and we are constantly reminded the current rate of 
growth in Medicare spending is unsustainable. 

While I, along with many of my colleagues on the Republican 
side, believe we ultimately need to bring greater competition and 
market forces into the Medicare program in order to reduce costs, 
we will also continue to move forward on finding the best way to 
eliminate the SGR and replace it with responsible reform that pro- 
vides certainty for physicians and encourages optimal patient care 
and outcomes. 

As a reminder, any member who wishes to submit a question for 
the record will have 14 days to do so. If any questions are sub- 
mitted, I ask that the witnesses respond in a timely manner. 

And with that, this Committee stands adjourned. Thank you all 
for being here. 

[Whereupon, at 11:41 a.m., the committee was adjourned.] 

[Submissions for the Record follow:] 
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Thank you. Chairman Merger, Ranking Member Stark, and Members of the Subcommittee. It is a 
pleasure to have the opportunity to submit testimony on this important issue on behalf of the 
Association of American Physicians and Surgeons. 

The Association of American Physicians and Surgeons is a nationwide nonprofit organization of 
physicians in all specialties, founded in 1943 to preserve and promote the practice of private 
medicine. AAPS represents thousands of physicians in all states and in all specialties and 
millions of American patients. 

The objective of the Committee Is to reduce Medicare costs while improving quality through 
reform of the physician payment system. 

The basic problem is identified in an article I wrote for The Wall Street Jourr)al on February 5, 
1992, entitled "Health-Care Primer"; 

"Before we all drown in the details, it might help to recall the last time American politicians 
tried to solve a 'crisis' without confronting the core problem of price controls." I referred here 
to the energy crisis of 1970 in which Jimmy Carter proposed tax credits, fuel subsidies, and a 
hundred other gimmicks to solve a problem whose roots were price controls on oil. "The result 
was mass confusion, and lines at the gas pump. Then Ronald Reagan removed the price 
controls, and the problem went away." 

Medicare price controls were instituted to try to control expenditures. These rose rapidly, not 
because of payment FOR service, but because of payment BY third parties. 

The third-party insurer stands between the buyer and seller, disconnecting the normal free- 
market regulatory mechanism in which the buyer is spending his own money and the seller is 
competing for the buyer's "vote" on the basis of both cost and quality, i.e. the value of the 
service. 

Every Medicare transaction is governed by a rigid system of price controls called the Resource- 
Based Relative Value Scale. The scale is supposed to take into account the work, time, and 
effort associated with the service, with some variability permitted on the basis of regional 
variations in practice costs— but not for skill, training, or experience of the physician or other 
"provider.” It has nothing to do with what the practitioner is willing to accept or what the 
patient is willing to pay, with quality, or with mutual agreement about fairness. 

As this system fails. Medicare proposes to impose an even more onerous and complex system 
of quality measures to "incentivize" quality. 

The main incentive for physicians is the joy in making a diagnosis, skillfully performing a 
procedure, and helping their patients. Physicians have to be the most highly self-motivated 
group in America to survive medical school and rigorous years of post-graduate training. 
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Medicare "incentives" to perform bureaucratically prescribed tasks, which are generally 
regarded as irksome busywork, detract from the enjoyment of the real work. They cause 
demoralization rather than eagerness to work or to strive for Improvement. No method has 
ever been described by Medicare that can make a physician more intelligent, more attentive, 
more compassionate, or less fallible. 

It Is certain, however, that non-payment for service, or payment for non-service will result In 
less work, not more efficient work. 

How should quality be measured? There Is no agreement on what exactly constitutes quality. 
The measures that are generally proposed are process variables, such as the percentage of 
patients who get a certain type of drug therapy, certain laboratory measurements, and anti- 
tobacco and obesity "counseling." These concern physician compliance with bureaucratically 
established guidelines. The incentive to perform and document these factors is a slight increase 
in payment that probably does not even pay for the data collection hardware, software, and 
work. The disincentive or punishment is a decrease in pay. Many physicians respond by 
decreasing the number of Medicare patients they see. 

"Outcomes" (patient health measurements) are generally surrogate variables, not longevity or 
morbid events. These are highly dependent on patients' behavior and prior health status. 

Most of the (dis)incentives in non-FFS based payment are punishments for providing 
"excessive" (more than average) service, or treatment that is outside the "guidelines." 

We suggest that the most important outcomes are not among those proposed, and may not 
even be measurable: 1. Timeliness of service; 2, correct diagnosis; 3. overall improvement in 
patient well-being. 

It is assumed that all practitioners are alike, that every service with a given code is alike, and 
that all patients are alike. All of these assumptions are false. 

An enormous problem that added administrative demands can only worsen is the looming 
shortage of physicians, both by driving physicians out of practice or diverting their energies 
away from patients. The exodus of more than 100,000 physicians is expected by 2020. One of 
these physicians is Dr. Constance Uribe, who wrote a column in the July 19'" issue of The 
Washington Times. Dr, Uribe is a general surgeon who has taken care of about 80% of the 
breast cancer patients in the area surrounding Yuma, Arizona, on the California border. She 
states, "Since the 1980s, my career has been riddled with regulations created by a government 
bent on controlling every aspect of patients' lives. The coup de grace was delivered by the 
Affordable Care Act." 

Electronic health records are supposed to improve efficiency and quality. Dr. Uribe quotes 
another physician, who wrote on a blog, “It adds an hour of time to my day and makes my 
office notes sound like they were written by an imbecile." Like many of her colleagues, Dr. 
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Uribe is not saddened by the prospect of retirement, as physicians were in earlier times, but is 
relieved that she will no longer have to deal with "uneducated bureaucrats and medical 
directors committed to pigeonholing people and withholding care." 

Medicare ought to be counting physicians, administrators, and the physician-to-administrator 
ratio. The number of physicians has increased 100% between 1970 and 2009, but the number 
of administrators has burgeoned by neariy 3,000%. Any method that worsens this trend should 
be rejected. 

As the AMA points out in its publication entitled "Guidelines Reporting Physician Data," 
physicians are unable to understand the data in various physician profiling programs that are 
supposed to influence their behavior. If physicians cannot even understand them, what good 
are they? 

As the AMA recognites, there is a minimal sample site of patients, opportunities, and episodes 
required for statistical validity. But what is not so often recognized is that attempts to compare 
individual practices run into insurmountable obstacles to statistical validity. First are the 
hazards of dealing with the small sample sizes. Even less commonly recognized is the fallacy of 
making multiple comparisons. If one subdivides a population according to all of the important 
variables, or even a small number of them, one rapidly has tiny sample sizes in each category 
and huge numbers of comparisons being made. It ensures that no statistically valid conclusions 
can be drawn. 

An additional enormous problem is that although there are extremely complex formulas for 
calculating what "reimbursements" should be, it is virtually impossible in many instances to 
determine either what a service cost or what was paid for it, especially in hospitals. Thus, 
patients cannot make cost comparisons. 

The most important change in payment methodology is direct payment by the person receiving 
a service, who is then reimbursed by the insurer if appropriate. All costs should be transparent. 
The value of quality measurements should also be assessed by patients' willingness to pay for 
them. It is quite likely that patients will not be willing to pay for expensive machinery to make 
meaningless quality measurements. 

Value is ultimately determined by the person receiving the service. Where is the evidence that 
CMS-proposed measures are any better than patient assessment or the opinion of the 
physicians' colleagues, coworkers, or other patients? 

Costs will never be controlled without eliminating the corruption and perverse incentives 
inherent in any system in which a third party is paying the bills. 

There Is no incentive better than competition In a free market: that is, voluntary transactions, 
honest pricing, and low barriers to market entry. 
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Congress should reject gimmicks to compensate for problems caused by previous government 
interventions, and instead remove the cause of the problems— interference with the free 
market. 

Respectfully submitted, 


Jane M. Orient, M.D. 
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Tlic Honorable W'ally Merger 

('.hflirman. House Rcplt*st*nullivc^s Ways and Means (.Vjmmi(u*f 

Subcommittee on Health 

11(12 Longsvorth House OlVice Building 

Washington D.C. 2(>5I5 

Re: Comments on “physician organization efforts to promote high quality care and 
implications for Medicare physician payment reform” 


Dearfihainnan Merger: 

W'c appaxiarc the opponnoiiy to submit our comments to the House of Repwsentarives Way's ami 
Means Subcommitice on Health regarding policies that move ilte Medicare paymein system toward 
rewarding high qualiiv. low cf>st care. ( )n behalf of Cntndcrsen Lutheran Healih System, we strongly 
support policy inniadves to move away fnan fee-for-serNice healthcare and incent value. 

About Gundersen Lutheran 

Headquartered in La Ca>ssc, Wisconsin, Ciundersen latrheran Health System prtwidcs high quality 
health seiances to patients at its hospital and clinics throughout predontiuantly rural areas in western 
Wisconsin, southeastern Minnesota :iod northeastern Irnva. Gunderson Lutltenin is an integrated, 
major tectiarv teaching hospinil, providing a br«)ad range of emergency, .specialty and primary ciu'e 
ser\’ices and consisientlv ranked in die upper 5% of hospitals nationwide. 

Ciundersen Lutheran’s approach to healthcare Is improve the healih and well-being of Uie 
communities scn*cd. 'flarough this mission, we have developed innorative way.< to keep our patients 
healthy — and out of the hospital. 

Despite carrying out our mission lo keep paticMUs healthy and out of the hospital, the current 
healthcare system in (he L'nited htates, particularly in public programs, do not reward quality and 
improvcil health. In fad, //je fce-Jhr-sen¥(f pt^mcnl ^slm rewards I'okmes-^thc qHaHtity ojfmwedarts instvad of 
oHtconm. HowcN'cr Ciundersen Lutheran c«)nrinues to dcmonsmnc (m/vp Is not a lofty , unobtainable 
gr)al, but a reality'. 'Hirough this philosophy, Gundersen Lutheran has developed a unique approach 
to healthcare that scia’es as a model to where healthcare should be. 

Thrtniglt our innovation and apprt>ach to outcomes, Ciundersen Lutheran and the La Crosse, 
Wisconsin region: 

• Have gained recognition by the (’ommonwealrh f und as one of the top 10 regions in the 
ct)uniry for overall hetdrheare, based on 4.^ different indicators of access, qualiiy, and overall 
healih. 


Kylcttiul Affairs OviiMrtmrnl 1‘>0H South A>ruiiv. Malbittp: C 1)1 -OH. l.u f roAse. 1 546(11 
FilvrimlAITMirvu giuuMHth.urs rhutic! A(m-775-l4tM) Put; 6liX-775-6225 
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• In uddimni u» being recognised with top quality incUenturs, the Medicare Haynieni Advisory- 
Commission f<jund that J-i Crosse, Wisconsin region has the hunt utiltxati<in of healthcare 
services m rhe natmi ff>r Medicare beneficiaries. 

• Ocvelopctl and impltwenrcd a care coordinatitm program that targets opiimiil utilization in 
our sickest patients, reducing costs by SI 8,01 Kt per patient ftver 24 months. 

• haij 9 »ges with patients on end-of-life planning to ensure their wishes, gt>als, and desires are 
Ivjnorcd. TItis is an effective w-ay to utilize healthcare resources; following the directives of 
patients over of the time is found to save 35*^ 0 of costs in the last weeks of life. 

• Teamed with the business community on reilucing employee healthcare costs through a 
unique, on-site clinical partnership with major manufacturers that has significantly reduced 
employee healthcare costs. 

Quality and cfllcicncy 

As an integrated healthcare .system, t/undersen Lutheran's approach to dclrwring high quality care 
while impnn'ing efficiency and lowering costs has ghned nadonal recognition. Consistently ranked 
in the top 5 percent of healthcare organizations across the country by independent rating 
organi/aujjns such as lltomson Reuters, the Commtmwealih l uml released a report scoring the l.a 
(Zrosse region m the top 10 in overall care provided to our patients out of more ih:m regions 
across the country. The study was based on 43 indicators of access, preventative care, avt>idable 
hospital use, and population health.’ 

Ciundersen Lutlieran is also conscirtus of the resources utilized in our public healihcare priigrams. 
The Medicare lAiymeiu Advison- (Commission fMedRAC) provides research and analvsis to the 
federal govemmenl on spending patterns and reimbursement recommendations for public 
hctilthcare pntgrams. In their study on stn'ice utilization, l.a.(>gsse,.\Vl^onsin vyas foun,d_to.be.ihe 
lou-sst utilizer of .\Icdicarc_ scr\'iccs. in _the These findings strongly Imlicatc Ciiuiderscn 

Lutheran is caring for patients efficiently, using a care model that emphasizes the right care at die 
right time. Tlint is why Ciundersen lAiiheran sirtmgly supports public policies dial move the 
healthcare paymeni system away fh)m fcc-for-scnice and rcwurd outcomes and efficient use of 
resources. It is pivotal any refonns to the healthcare delivery system need to address qiialin and 
patient outcomes on how seniecs aa* reimbursed. If this approach is not implemented, .Medicare 
and other govemmeni subsidized insurance products will continue to misuse scarce funds and 
jeopardize the solvency- of the Medicare Tnisi Fund. 

Providing value to the patients we serve- examples of innovation 

Care Coordination and the Paticnt-Ccntcrcd Medical Home 

Chronic diseases are significant drivers of healthcare costs. Gundersen Lurhcran’.s innovative Care 
Coordination program guides patients with complex medical, social and financial needs through tlie 
process of healthcare, improves patient care and efficiencies, and lowers costs by helping paiicnts 
manage their disease and stay as healiJiy as possible. We enrolled the sickest 1% to 2”'’£i of our 
patients who met the Care (Coordination program criteria. These patients are some of our highest 
utilization patients. After using the (’:m; Coordination program, patients have been shown to: 

• Reduce their healihcare costs bv approxiniarelv 5il8,tN)0 per patient oyer 24 monilts. 


* Tlic Ciimmi«nwcil(ti I'tind. Risiii); ru ihc a MViivcnixl nn Ii#caI htulih mreni i>t.‘rf<>miancc 2012. Ki.-mcM.s] 

' Mi'ilicjiTc Payment Adn«ir>- Rc)Hm to ihc Coiu;K«t; Rt^gtonai \*umiu>ik in Mctlicare scrx'icc wv. 2)U I. 

Rctrwvfd vv-H w.rnyilpBp,j{nvy itrn:unitiitsyjaiil 1_R^:j5i»»iui|Vanaiu»ft_ttporr.pdf 


f.xlernnl Arfair<i IH'purimvnI |V(lil South Avptinc. !Vlaihto|): ( tM-UI I. La Oussc. ^V I 544tUI 
Kmiiilt f sliTmilAfTairs*# utmdliilli.orv I’hoiic: MtR-775-l4iMI F»v: hUH-775-6235 
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• Use the healthcare system more appropriately, with few'cr and shorter hospital stays and 

more preventive care — yielding; a dccreasc_injnparieni*rel:ucd chai^e^ 

• Receive the assistance Uicy need to better inanuge their disease as tlieir care coordinator 
helps them understand their illness, physician instructions, medications, etc. 

• h'or CN'ery dollar (lundersen Luiherati invests in the f^arc (Joordinatitm program, we are 
reducing healthcare charges for these patients by appitjximately 

(iiinderscn Lutiieran is also pursuing National C^ommitree for Quality Assurance (N(-QA) status tor 
certification as a Patient Centered Medical llutne (IHWIII). A PCMIl is a care delivers* model 
fttcused on priman’ care, where a patient is tracked by a team of pixtfessionals to ensure r>ptimal 
levels of service utilixahon. Bec«)ming a PCMIl sen'ing our rural service territory in Wisconsin, 
Iowa, and Minnesota will serN’e as a means of promoting continued value to our patients. In tandem 
with core ctiorduiarion in cliix)nically ill patients, the P(JMI1 will improve tire paiiem rcladonsliip 
wiili primary care providers to ensure needs are effectively met and the right care is delivered. 

Advance Care Planning 

As life expectancy has increased, so too liave the multiple complications associated with chronic 
illness in the last years of life. Gunderseii Lutheran leads die nation with an innovative advance care 
planning prognim, known as Rexfuniing Cbmts. that provides the right healthcare to patients at the 
end stages of their lives. Peatured on Gortti Womiag Amriat, Sew York Times, and W'asbinjiliin Post, our 
system improves continuity t>f care and equality of life w hile maintaining respect for patients’ wishes. 
I’ndersranding and honttring patients* wishes at the end t>f life is paramount to ensure they are 
a'cehing appropriate care that is aligned with personal choice and goals, lliia program was 
highlighted in a recently released book I {uri/tg Ym/r Guv Sa)\ Ceftir^ the Ki§bt Care \\''hcn If ;\/////err 
Most, edited by Gundersen Luthenm’s Bcmanl Hammes and intWKlucrions by Senator Mark Warner 
and former Governor and Secretary Michael 1 aravitt. 

Honoring patient desires and wishes at the end-of-life is an effective use of healthcare resources, and 
reduces die burden on family members dial would otherwise have to make those difficult decisions. 
In \j.i Crosse, 99.4% of patients at the end-<}f-life liave ;in advance c;ire plan eicsily accessible in their 
medical record, ’ compared to the national average of fewer thiui Purihcr researcli indicates 

following a program model similar to liespn/ia^ CJmicts by engaging with patieni.s on their end-of-life 
care tind following their wishes and desires reduces healthcare costs by 35%.^ 

Conclusion 

Departing from the archaic fee-for-service payment system in Medicare is crucial to bending the cost 
curve of healthcare and achieving true health reform. With an incentive to provide vohimes of care 
instead of V'alue, Medicare costs will continue to substantially rise with lack of accountability. 
Gundersen Lutheran continues to demonstrate iniriatives that arc in die patient’s best interest, bur 
arc counter to the economics of healthcare reimbursement that ultimateh’ discourages such 
practices. As the largest payer of healthcare, vve believe Congress taking an active role in public 


^ Miuntnes Bj. Hnumx. Cil.. OiUKlniin. ID. A comr^unavc, rcitvHipccavc'.obscmunnAl MHih ot'thc prevaUMaa:. avnikbilm'. and 
spcoAcitv ut advatici cart' plarK tn a vounrv tbai implt-numtttl an aJvgiicL* can- pLinnni^ iTiict«>«\s(un- (ourirjl of Anu'nun <.H*natr>c 

* Knsf-Banctniv* Bl.. R. Rnil)crf(»i\J MK. Advance care planiiuia- prefcmice^ lor enre at the out of liic. RiKtcvilk 

\j»aK.7 lot Mealtluiirc Rr<ceaiT:li and Quality; 2IK)3 Research in Actiuii I««c W!2- AHKt,i Bub No. O.V.tKUR. 

^Xlian|! B. VVnphi A A, tlustcamp 1 1 A, Nilss^m Ml-,, Manejewski MJ., 1-laHe Ol, Block SI), Maciefewiki PK, & Pngrrv>n llC>. HcAlrh 
care cutHi in ihe liitf wnrk ttflifc: with riiJ of-lifi; runv«.'rsAUui)<i .Vreh Inrrm Med 


Kvlernal Affairs Ocpartmeiit 1901) Stiuifi Avenue, Mi)ikto|): GOldlM, La C'rovse, \VI 54601 
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programs to achieve rt>busi retVjrms in the Metllcarc payment system will wmsfomi our healthcare 
deliver)- system. 

We appreciate the opportunih' to ctimmcnr. Please feel free to contact me with any cjuestions. 


Sincerely, 


Michael Richards 
lixecutive Director 

Ciovcrnmcnt Relations & l•A^emal Affairs 


Etii'i’iiril Affairs Depiirtiiivnl 1^00 Soiiib Xwiiiie. MtilUiu|): ( 01 -01 1, l.a ( lo^sc. \V1 M60I 
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AMERICAN COLLEGE OF GASTROENTEROLOGY 

6400 Goldsboro Road Suite 4S0. Bethesda. Marylaifd 2Om7'5046. P: 301'263'9000’ F: 301>263-9025 
July 26, 2012 

Comments for the Hearing Record: "Physician Organitation Efforts to Promote High Quality Care 
and Implications for Medicare Physician Payment Reform" 

Dear Chairman Merger and Ranking Member Stark, 




muMtOCwlW? xco 

Ml- 








««l|U • < «*IUAUM 


The American College of Gastroenterology (ACG) appreciates the opportunity to offer 
comments and recommendations in response to the Health Subcommittee's hearing 
entitled "PhysKion OrgonuaXton Efforts to Promote Htgh Quality Core and ImplicaUons for 
Medicare Physician Payment Reform" held on July 24, 2012. ACG also expresses its thanks 
for holding a hearing on an issue that is so important to our membership. 

ACG is a physician organization representing gastroenterologists and other gastrointestinal 
specialists. Founded in 1932, our organization currentiy numbers over 12,000 physicians 
among Its membership of health care providers of gastroenterology specialty care and we 
focus on the issues confronting the gastrointestinal specialist in treatment of patients. The 
primary activities of ACG have been, and continue to be. promoting evidence-based 
medicine and optimizing quality of patient care. 

As Congress seeks a permanent solution to the flawed price controls inherent in Medicare’s 
Sustainable Growth Rate (SGR) formula, and moves forward with reforms to the structure 
of Medicare fee-for- Service (FFS) physician reimbursement, it will be critical to ensure that 
a commitment to preventive services is maintained and new payment systems are tied to 
performance on quality metrics that are supported by physician specialty societies and a 
wide cadre of providers. Congressional efforts to reform and Improve Medicare FFS 
reimbursement for physicians should recognize the importance of designing a Medicare 
payment model based in part from the input of medical organizations and specialty 
societies— and the Committee has taken an appropriate, thoughtful path in seeking 
recommendations from physician organizations during its deliberations on possible 
alternatives and improvements to the current Medicare physician reimbursement model. 

ACG would like to stress to the Committee that the SGR formula is based on a flawed 
presumption that Medicare providers actually have substantial influence over the various 
components in (he formula Itself, including: the estimated changes In reimbursement for 
physician services (determined by Medicare or other payers of health care services), the 
estimated change in beneficiaries enrolled in the Medicare FFS program, the estimated per 
capita growth In the U.S. gross domestic product (GDP), and the estimated charvge in 
expenditures due to any revision In federal law or regulation. Yet, physicians are scheduled 
to receive devastating cuts in Medicare reimbursement rates as a result of the SGR 
formula— a 27% reduction lor services provided after January 1, 2013. 

ACG stands ready to work with the Committee on Ways & Means, and other Members of 
Congress, in developing a Medicare physician payment structure that more appropriately 
rewards quality care and outcomes, and moves away from a purely volume 'driven payment 
structure - but that also provides stability and certainty to physicians and Medicare 
patients. 
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Quality Measurement 

A wide range of experts, including the Medicare Payment Advisory Commission (MedPAC), the Institute of 
Medicine (lOM), and the Government Accountability Office (GAO), have urged Congress and the Centers for 
Medicare and Medicaid Services (CMS) to adopt Medicare provider payment policies that more adequately link 
payment levels to performance on a range of quality measures. AC6 agrees on this point. Adherence to best 
practices and physician cognizance of quality indicators are tmproved through quality measurement and tying 
physician payment levels to the quality of care provided. By fostering this connection between payment and 
quality of care, patient outcomes can improve as a result— which should help lower the growth rate of Medicare 
expenditures over the long-term. The continued improvement and development of both the Physician Quality 
Reporting System (PQRS) and the value-based payment modifier within the Medicare Physician Fee Schedule 
(PPS) represent important first steps in a move towards payment for quality. However, both of these physician 
payment components should fully encompass the specific best practices and quality measures that can be 
applied to specific physician specialty services. 

Quality Improvement Registry: GIQuIC 

As an organization, ACG also uses these evidence-based guidelines in its own programs. An example of this is 
the Gl Quality Improvement Consortium or "GIQuIC" which is the largest clinical quality Improvement registry in 
gastroenterology. The project was developed as a non-profit educational and scientific partnership between 
ACC and the American Society for Gastrointestinal Endoscopy (ASGE). The GIQuIC registry was developed to 
capture quality indicators for Gl procedures and disease management. 

These indicators are outcome- based measures pertinent to clinical gastroenterology and help ensure the patient 
receives the most accurate and cost-effective colorectal cancer screening exam. GIQuIC started with 
colonoscopy measures as colonoscopy is by far the most common procedure performed by gastroenterologists 
generally and Medicare in particular. Other key procedures such as upper endoscopy and disease management 
issues such as inflammatory bowel disease (IBO) and Hepatitis C will also be added to the registry shortly. 

GIQuIC participants volunteer their time at a substantial financial cost to their practice in order to improve 
patient care. Participants upload blinded patient data to the registry, and in return, receive access to reports on 
their own performance as well as the ability to compare themselves to national standards and other participants 
in the registry - all on a real time basis. These comparisons include provider type, facility type, geographic 
regions, and a myriad of other data points. 

The GIQuIC registry was also developed to be easily incorporated into the electronic health records commonly 
used by gastroenterologists called endoscopy writers or "endowriters" as well as other electronic health 
records. This ability to electronically transmit all patient records for key physician/patient interactions has been 
a critical element to easing integration of registry participation into clinical practices. It also allows all cases to 
be included, thus avoiding the cherry-picking of cases to report, as well as other data reliability problems that 
are often associated with claims based data collections. 

Congress and CMS could establish a quality-based payment system with quality measures that distinctly apply to 
different areas of the practice of medicine by partnering with clinically-focused physician organizations that 
develop specialty-specific quality improvement measures. This improved specificity in quality measurement 
would allow the payment system to more accurately assess the quality of care provided within each specialty 
practice area, and more appropriately reward physicians based on quality performance. Physician and medical 
societies' input is essential to assessing and defining "high quality of care." 
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Additional Benefits of Registries 

It is important to note the utility of the data that registries could provide Medicare and Congress when assessing 
programmatic costs. As an example in our specialty, according to CMS statistics, more than 2SO,000 screening 
colonoscopies for average-rtsk Medicare beneficiaries (not at high-risk for colorectal cancer) were performed in 
2010 and totaling over $S0.6 million in Medicare reimbursement to providers.^ However, a study published in 
May 2011 looked at a sample of 24,000 screening colonoscopies in Medicare from 2001-2003. The authors 
found that over 20% of this sample had repeat screenings before recommended guidelines (10 years for the 
average-risk patient) with no justifying explanation.’ White there may be legitimate clinical reasons for these 
repeat examinaiions, registries capturing this information provide Medicare with helpful data to assess the issue 
and be a good steward of taxpayer dollars while also helping to make well-meaning physicians and their 
practices more aware of practice patterns that can get lost in the midst of a high pressure, busy practice 
environment. Registries like GIQuIC can also assist in identifying gaps among beneficiaries who may not be 
receiving the preventive care for their own benefit as well as to the benefit of the Medicare program by 
mitigating the growth of extremely high cost drivers, such as cancer treatment and end of life costs. 

Alternative Payment Models 

Accountable Care: Mo/nfo/r?>ng Independent ClinicaUudgment 

If Congress moves forward with a transition away from traditional Medicare FFS reimbursement, the new value- 
based payment model must ensure that quality is not sacrificed In the name of cost control. AC6 holds concerns 
that under the accountable care organization (ACO) payment model, *'cost contror may eclipse ’'improving 
quality" as the primary objective of care. Global expenditure limits per beneficiary can foster dangerous, large 
institutional cost control pressures that could impede a physician's clinical judgment in certain instances, when 
deciding what is best for the patient. The maintenance of independent clinical judgment is paramount. 

Payment Bundling: Options for Savings 

Additionally, while there has been some enthusiasm regarding the development of "bundled payments” across 
care settings for Medicare services related to a particular "episode of care," payment bundling is not a panacea 
to Medicare's cost-growth problem. Episode-based payment bundling for hospital services— under Medicare 
Part A's diagnosis related group (DRG) payment structure— has not curbed cost-growth for hospital services, and 
this payment system can have a negative impact on care quality. Also, unlike the inpatient hospital sotting 
where the care is performed under one roof or campus, payment bundling in Medicare Part B may prove 
difficult especially when an "episode” of care is extended across multiple independent practices or over an 
extended period of time However, there may be an opportunity to find savings in Medicare Part B via payment 
bundling depending upon the definition of the outpatient “episode." For example, by bundling a payment for 
colonoscopy to include the fee for the underlying procedure, as well as the anesthesia or related services that 
are currently billed separately by others, our members may help to control costs and save the Medicare system 
money. 


* iMS MeJicuc rtin M Suitimftr) tile. 2lJin Cidinu. hci|>;-'MWW<iit«.tinv'K«aMKli-MaiMKvlJ.iia>dnJsSykl«nit't-llet-fn(- 
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Focus on Proven Prevention 

Any new payment structure will need to retain reimbursement incentives for physicians to provide clinically 
proven preventive services, as proper utilization of these services provide us with the best chance to reduce the 
prevalence of chronic conditions and prevent or limit the severity of certain deadly diseases, including colorectal 
cancer, over the long*term. 

The Supporting CofoRectol Examination and Education Wow* (SCREEN) Act (H.R. as Introduced by Ways 
and Means Committee Member Rep. Richard Neal (D MA), would foster increased adoption of best practices 
and quality care in common colorectal cancer screening procedures and make an important commitment to 
outcomes'based Medicare reimbursement for colorectal screenings contingent upon a provider's participation 
in a nationally recognized quality improvement registry measuring the physician's performance based on well- 
developed colorectal cancer screening quality metrics. H.R. 3198 would adjust payment policy for common 
colorectal cancer screening procedures, like colonoscopies. 

H.R. 3198 is an example of moving the Medicare reimbursement system to a more value-based purchasing 
model that not only ensures providers are demonstrating a high quality of care, but Medicare providers also are 
rewarded for taking (he initiative to improve the quality of their clinical work in performing screening 
procedures. Finally, without proper incentives for patients to seek out appropriate and high quality health care 
services, especially proven preventive services, there is little incentive to help slow the cost curve of Medicare 
spending. 

A Role for Patlents/Beneficiaries 

Of course, a critical element in any prevention effort within fundamental delivery reform is patient 
responsibility. This cannot be overemphasized. There is no one more important to the health and well-being of 
patient and taxpayer than themselves. However, without proper incentives for patients to seek out appropriate 
and high quality health care services, especially proven preventive services, there is little incentive to help slow 
the cost curve of Medicare spending. This is especially important should Congress decide to move toward more 
care-coordination or shared-savings models. Even the most efficient care-coordination model has little control 
over a Medicare beneficiary’s health care services if the beneficiary Is neither price-sensitive nor willing to stay 
Within the system. While AC6 recognizes the difficulty in convincing constituents that there is a trade-off 
between cost and choice in these models, ACG urges the Committee to consider patient responsibility reforms if 
it intends to further develop more care-coordination or accountable care Initiatives. 

A beneficiary that has easily accessible, patient-friendly information on quality and services is better educated 
and more cost'consdous. One tactic employed In association with the GIQuIC registry is to allow participating 
physicians and their practices to publicize their participation In the quality registry in the various ways that our 
physician members interact with their patients, prospective patients, and referring physicians, in previous 
comments to CMS regarding the Medicare ’physician compare” website. ACG has recommended that CMS 
include on the ‘'physician compare* website useful information pertinent that the provider's scope of practice 
such as participation in a quality improvement registry and other types of credentials or awards that the 
beneficiary may find useful when seeking health care services. 

The Path Forward 

While the Congress faces significant challenges In developing Medicare physician payment reform models that 
balance the goals of moving toward value-based payment with the need to provide equitable reimbursement, 
the Committee’s broad approach to gather input from physician stakeholders is a critically important first step. 
Congress must eliminate the SGR formula and its draconian reductions in Medicare physician reimbursement, in 
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order to ensure certainty to physicians participating in the Medicare program and to provide continued access 
to physician care for Medicare beneficiaries. 

Over the longer term, the establishment of an alternative Medicare physician payment model should avoid 
repeating the mistakes of the SGR, and resist temptations to apply global caps on per beneficiary expenditure 
levels, instead, lav^makers should build on the development of quality measurement systems and qualitV'linkcd 
payment adjustments in the Medicare system, while also encouraging the utilization of proven preventive 
services via coordinated approaches to incentivize preventive care through physician payment rates and through 
reductions in beneficiary cost-sharing. 

AC6 appreciates the Committee's thoughtful requests for physician input during these important deliberations 
and is eager to assist the Committee in any way. If you have any questions or would like to discuss further, 
please contact Brad Conway. Vice President of Public Policy, Coverage & Reimbursement at 301.263.9000 or 
bconway^gi.org. 

Sincerely, 




Lawrence R. Schiller. MO. FACG 
President 

American College of Gastroenterology 
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C'otnineiit» l'i>r the Record 
U.S. House of Representatives 
Committee on Ways and Means 
Suiicommitlee on Health 

Hearing on Physician Organization Efforts to Promote High Quality Care and 
Implications for Medicare Physician Payment Reform 
July 24, 2012, 10:00 AM 
by Michael G. Bindncr 
The Center for Fiscal Equity 


Chainuan Herger and Ranking Member Stark, thank you for the opportunity to submit 
my comments on this topic. Tins hearing allows us to highlight comments made last 
month on the implications of physician payment reform. 

As I stated In our last comments: 

In April of 1998, (my) father, Jim Bindner, hud a heart attack, due in part 
to cither an undetected acute episode of diverticulitis (which was not 
detected until autopsy) and in part to a lack of oxygen resulting from 
successful radiation treatment for metastatic lung cancer. Had this attack 
occurred today, there Is a chance that advances in emergency medicine, 
including cooling of the patient, might have rc.sultcd in a successful 
outcome. This strategy, however, did not exist in 1998 and is still not 
widely practiced. As a result, resuscitation was incomplete and Mr. 

Bindner was letl in a coma in intensit e care for almost a week before he 
passed. 

Since these comments were made, my mother was the victim of a gas leak when her 
foundation shifted. Neighbors found her, roused her and moved her to safety and all was 
looking well until she collapsed with no vital signs once paramedics arrived. This began 
two days of intensive care after she was revived in the ambulance, but never regained 
consciousness. She died two days later when we removed life support because no 
measurable brain function could be detected, even after cooling was tried. 

The relevant question remains as it did in my father's case, what would a results based 
medicine scenario pay for in situations such as tliis? Would the government have forced 
Mercy Medical Center to simply eat the costs? If so. would there have been pressure 
from the hospital to end care sooner? Would the alternative have been a copayment for 
these services for the family? 
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Worse yel, would someone have forced the choice on my siblings and I lo either agree to 
payment or discontinue life support earlier to save cost? These are the questions that 
such modalities as results based payment bring forward loud and clear and they will hit 
every family with children ofa certain age. This is not the specter of the death panel. It 
is something much worse - a demand to agree to pay or make a tragic decision at the 
most difficult time in anyone's life. 

While some families could, of course, alTord to pay for greater end of life services, the 
prospect that money might by longer life, or a greater chance for miraculous recoveiy to 
occur, would turn such care from what is now a right to a commodity. The Center for 
Fiscal Equity and my family find this unacceptable. 

In fee for service medicine, this choice is simply not required. Certainly the richest 
society on the planet can afl'ord to allow women facing imminent widowhood to avoid 
such heart breaking choices if possible. Recent reforms have essentially turned the 
Medicare Part A Payroll Ta,\ into a virtual consumption tax already by taxing non-wage 
income above 5250.000 a year. It would be as easy lo shifi from a payroll Uix lo a value 
added or VAT-like net business receipts tax (which allows for offsets for employer 
provided care or insurance) and would likely raise csseiilially the same amount of money, 
as mo.si non-wage income actually goes to individuals now liable for increased taxes. If a 
VAT system is used, tax rales can be made lower because overseas labor will essentially 
be taxed, leaving more income for American workers while raising adequate revenue. 

Premium support systems would not have any impact at all on end of life care decisions, 
except lo the extent that they lead lo cost cutting and the kind of choices mentioned above 
that we can all hopefully agree are abhorrent. Ultimately, this negates much of the cost 
savings that could come from premium support, so this idea should be dropped. 

A single-payer catastrophic plan would guarantee payment by the widow' of any 
dilTcrencc between the catastrophic deductible and the accumulated health savings 
account. This, again, is the last thing any widow should have to face, even if the 
survivors have adequate insurance. 

Replacing payroll taxes with Value Added Tax (VAT) funding will have no impact on 
w hether fee for service medicine al the end of life continues, except for the fact that more 
adequate funding makes the need to save costs less urgent. 

Shilling to more public funding of health care in response to future events is neither good 
nor bad. Rather, the success of such funding depends upon its adequacy and its impact 
on the quality of care - witli inadequate funding and quality being related. 

Thank you for the opportunity to address the committee and share what many of my 
generation regard as very real concerns, both as our parents age and we approach that 
stage of life where such deci.sions may apply lo us. I am. of course, available for direct 
testimony or to answer questions by members and staff. 
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behalf the witness appears; 

This testimonv is not submitted on behalf of any client, person or organiaation other than 
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